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REVIEW THE PROVISION OF SPECIALIZED 
SERVICES AT THE DEPARTMENT OF VETER- 
ANS AFFAIRS 


THURSDAY, JULY 23, 1998 

House of Representatives, 

Subcommittee on Health, 
Committee on Veterans’ Affairs, 

Washington, DC. 

The subcommittee met, pursuant to notice, at 9:30 a.m., in room 
334, Cannon House Office Building, Hon. Cliff Steams (chairman 
of the subcommittee) presidin^r. 

Present: Representatives Bilirakis; Cooksey; Hutchinson; Peter- 
son; Gutierrez; Evans; and Brown. 

OPENING STATEMENT OF CHAIRMAN STEARNS 

Mr. Stearns. Good morning. The House Committee on Veterans’ 
Affairs, Subcommittee on Hetuth, will come to order. 

This morning’s hearing brings to mind a question which critics 
and interested parties raise from time to time. Namely, they ask 
us why Congress continues to provide service to veterans through 
a govemment-nm healthcare system. 

In my view, an effective response to that question must include 
a disctission of VA specialized treatment and rehabilitation pro- 
grams. VA's ej^rtise m the care and rehabilitation of veterans dis- 
abled by spinal cord injury, chronic mental illnesses, blindness, and 
post-traumatic stress disorder are at the core of what makes VA a 
unique heal^care provider, one which Congress continues to sup- 
port. Not surorisingly, therefore, when VA proposed a major re- 
structuring 01 its he^thcare system several years ago — one of the 
important concerns this committee raised was the future of its spe- 
cial disability programs. 

At a hearing before this subcommittee in April 1996, Members 
asked what steps the VA’s Under Secretary or Health, Dr. Kizer, 
would take to insulate these proCTams from cost-cutting. Dr. Kizer 
offered no specifics. His general assurance did little to allay the 
widespread concern that reorganization and restructuring would 
result in downsizing or even eliminating these important, but often 
costly programs. 

Accordingly, 2 years ago, this committee adopted legislation to 
require the VA at least to maintain its capacity, to provide for dis- 
abled veterans’ needs through distinct specialized programs and fa- 
cilities. That legislation enacted in October 1996, mso required con- 
sultation with two consumer-focused committees and ann ual re- 

( 1 ) 
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porting to Conn^ss to monitor compliance. This le^slation was 
nailed by disable veterans and their advocates. But its enactment 
has not quell^ their concerns. I, too, am concerned that vital pro- 
-ams are being eroded. I called this hearing to ensure that these 
key programs get ^e priority, funding, and staffing required by 
law. 


I’ve reviewed VA’s moat recent report to Congress on maintaining 
the service delivery capacity of these special programs. Let me \m- 
derscore my deep concerns. 

I’m concerned that one of the expert committees with which VA 
was to work in implementing this law questions the validity of the 
data VA has provided Congress. 

I’m concerned that 2 years after enactment of this law which was 
viewed slb critical to safe^ard ffiese vulnerable programs, VA’s 
data does not provide a reuable basis to determine whether there’s 
been compliance with the law or not. 

I’m concerned that in giving the VISN Directors flexibility in 
meeting the law’s reqmrement, VA’s top leadership has done a lot 
of trus&ig, but not a lot of verifying. 

I’m concerned that too many of those charged with carrying out 
the law may be looking too closely at the bottom line and not care- 
fully enough at the well-being of those who depend on these unique 
programs. 

I’m concerned that the clear intent of Congress to insulate vital 
programs from cost-cutting may have been ignored or at least vari- 
abfy applied in some of the VA’s 22 networks. 

'fne vA has certainly made impressive strides in healthcare de- 
livery in recent years. But these special pronams are what make 
VA unique and are critical to vulnerable, disabled veterans. VA 
leadership must work a lot harder, in my view, to ensure that they 
are preserved. 

I look forweuxl to this morning’s testimony. But before going fur- 
ther, I’d like to call on the ranking member, Representative Gutier- 
rez, for any opening comments he may have. 


OPENING STATEMENT OF HON. LUIS V. GUTIERREZ 


Mr. Gutierrez. Thank you. Chairman Steams. Our Constitution 
established the framework for government that has served our Na- 
tion well for more than two centuries. In that esteemed document, 
roles for the three branches of government were defined. Under the 
Constitution, Congress is riven the responsibility to m^lke our laws 
and the Executive Branch was charged with administering their 
implementation. Today, I believe we are examining a case where 
the long-held relationship has broken down. 

In 1996, Con^ss ^proved, and President Clinton signed, the 
Veterans’ Healthcare Eaigikilify Reform Act. Contained in this leg- 
islation is section 1706(b)(1) of title 38. 'This provision mandated 
that the Secretary of Veterans Affairs ensure that the VA main- 
tains its edacity to provide for spedalized treatment and rehabili- 
tative needs of disabled veterans, including veterans with spinal 
cord dysfunctions, blindness, amputation, and mental illness. 

After carefully reviewing the available information regarding the 
specialized and rehabilitative services, and after hearing from 
members of the veterans’ community — both here and in my dis- 
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trict — I have concluded that the VA is currently failin g to properly 
adhere to the stipulations mandated by Congress in section 1706. 
The VA’s specialized and rehabilitative programs have been det- 
rimentally affected by tiie VA decentralized structure, budget con- 
straints and resource allocation formulas. The specialized and 
rehab programs have not been adequately protected by the VA. 
This is not to say that reform of the VA system is altogether dam- 
aging to the futile of the veterans’ healthcare. It is not. Reform is 
critical to the VA’s future. The VA’s recent reforms have led to 
greater efficiencies and savings in many areas of the veterans’ 
health care system. 

Nevertheless, what Counts feared in passing section 1706 was 
that the VA reform would threaten the more expensive inpatient 
base in long-term care specialized services that provide vit^ care 
to the most vulnerable veteran population. Congress’ fears have 
come true despite our best intentions in 1996. Its spinal cord cen- 
ters, geriatric research centers, substance abuse wards throughout 
all the specialized services — cutbacks have worsened the quality of 
care. Much of this stems from individual decisions made at the 
VISN (Veterans Integrated Service Networks) division level. Ex- 
pensive costs of providing spinal cord ceire or to address the 
Healthcare needs of blind veterans makes these programs particu- 
larly difficult to maintain in business where budget restrictions 
force m^or streamlining. 

VISN Directors, with salary bonuses based on how much they 
have saved annually, are provided with incentive to neglect special- 
ized programs under their administration. Doctor and nurse 
positions go unfilled. Waits for treatment are extended and quality 
of care declines. This situation that has occurred throughout our 
Nation requires the immediate attention of the VA and this 
committee. 

I believe that we need a greater direct oversight of the adminis- 
tration of specialized programs, including the hiring of full-time co- 
ordinators in each division and on Vermont Avenue. Consolidating 
proCTam budgets and taking the specialized services out of the 
model division funding pool should also be contemplated. If not, I 
believe, that Congress vHU have to take further legislative steps to 
ensure that section 1706 is being implemented. 

I have two final points. First, the VA exists primarily to ensure 
that our most vulnerable veterans receive the healthcare and com- 
pensation they have earned in risking their lives for our Nation, 
whether the VA adopts private sector models or not, reforms or 
fails to, seeks out a new patient base of non-category aid veterans 
or structures its services aroimd current eligibihty standards 
should not affect this basic mission of the VA. 

Second, I have focused tius morning on the inability of the VA 
to ensure that specialized services are being maintained as Con- 
gress charged. But I would be passing the buck if we did not point 
out that Confess is responsible for the problems we are discussing 
today. This Confess, the 105th, has imderfunded the VA by more 
than $500 million. This Congress and the administration have 
pushed VA funding downward for nearly 5 years. Common sense 
dictates that when spending is tightly constrained, budget over- 
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sight is decentralized and cutbacks are forced at VA medical cen- 
ters, the most vulnerable veteran will be the first to suffer. 

When we in Congress disparage VA administrators and directors 
for ^e declining level of care veterans receive in various parts of 
our Nation — ^which we are prone to do — let us remember ^at we, 
Congress, have created this climate. That we, Congress, have 
slashed budgets that affect the specialized services. We, Congress, 
should look first to what we can do to adequately fund veterans’ 
he£ilthc£ire before we blame the VA. 

Mr. Chairman, my mother explained to me when I was young in 
life that you reap what you sow. We should all heed this wisdom 
when considering our responsibility to America’s veterans. Thank 
you. 

Mr. Stearns. I thank the ranking member. 

Now the first panel will come forward. 

OPENING STATEMENT OF HON. MICHAEL BILIRAKIS 

Mr. Bilirakis. Mr. Chairman, we do not have the 

Mr. Stearns. Oh, I’m sorry. My good colleague from Florida, Mr. 
Bilirakis. 

Mr. Bilirakis. Thank you, sir. Mr. Chairman, first I, too, want 
to commend you for scheduling today’s hearing on the VA’s efforts 
to maintain specialized healthcare services. With the enactment of 
the Eligibili^ Reform Act of 1996 and the other ma^or changes tak- 
ing place within the VA healthcare system, this is an important 
issue that deserves our attention. 

Over the years, I’ve had a very strong interest in the VA’s spe- 
cialized services, particularly the services for veterans with spinal 
cord injury or ds^ftmction. I don’t think that’s too much of a sur- 
prise to anyone. When Congress approved the Veterans’ Healthcare 
Eligibility Reform Act, we included langu^ mandating that the 
VA maintain its capacity to provide specialized healthcare services 
to veterans. I’m very concerned, as others have already said, that 
the VA may be ignoring — and if not ignoring — certainly not living 
up to our directives. In reviewing the testimony of our witnesses, 
irs clear that I’m not alone. 

In part, my concerns also stem from my continuing fhistration 
over toe construction of a SCI Center at the James Haley VA Medi- 
cal Center in Tampa, FL. The VA first proposed expandmg the cur- 
rent SCI Center in 1971. ’The existing center has one of the highest 
demands for SCI services in the VA sj^tem, but it suffers from 
mqjor space deficiencies eind safety violations. It’s been over 25 
years, Mr. Chairman, and Florida’s veterans are still waiting for 
the new SCI Center to be constructed. I might add the current SCI 
Center was originally intended to be a psychiatric ward. It was cer- 
tainly not desimied mr SCI purposes. 

Given the VA’s continuing reluctance to fund this much needed 
facility and the other issues raised by some of today’s witnesses, I, 
unfortunately, have to question the VA’s commitment to maint^ 
these specialized services. In my opinion, Mr. Chairman, the VA’s 
specialized services are the heart of its healthcare mission. In fact, 
constantly in these hearings, we get VA witnesses using that as a 
reason to continue the need for separate veterans’ healthcare, rath- 
er than mainstreaming. So it’s incumbent upon us as Members of 
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Congress to make sure that these services erne available to the 
brave men and women who have served our country. Like you and 
tile others, I look forward to hearing from our witnesses and look 
forward to working with you and other Members on this very im- 
portant issue. Thank you, Mr. Chairman. 

Mr. Stearns. That was excellent. Thank you. My colleague, Mr. 
Hutchinson. 

OPENING STATEMENT OF HON. ASA HUTCHINSON 

Mr. Hutchinson. Thank you, Mr. Chairman. I appreciate you 
showing leadership to hold this hearing. I am looking forward to 
the testimony of the witnesses. I think there is one simple question 
tiiat has to be addressed. That is, whenever the VA is serving more 
veterans with special disability problems and in those categories, 
and yet we are spending less — ^is that a reflection of good manage- 
ment or is that possibly an indication of the lack of good care gomg 
to these special disability mups? So that’s a very critical question 
that has to be answered. I look forward to hearmg the testimony 
of the witnesses as they address that question. So I yield back, Mr. 
Chairman, and look forward to this testimony today. 

Mr. Stearns. I thank my colleague. I raess there’s no more 
opening statements; we’ll have the firat panm come forward. 

We have Stephen Backhus, the Director of Veterans’ Affairs and 
Milita^ Health Care Issues, Health, Education, and Human Serv- 
ices Division of the U.S. General Accounting Office; Richard McCor- 
mick, Ph.D., co-chairman, Committee on Care of Severely Chron- 
ically Mentally 111 Veterans, and Mr. Thomas Miller, Chairman of 
the VA Advisory Committee on Prosthetics and Special Disabilities 
Programs. 

Let me welcome you folks here. I appreciate your taking the time 
this morning. Well open with Mr. Backhus. Your opening state- 
ment. 

STATEMENTS OF STEPHEN BACEHUS, DIRECTOR, VETERANS’ 
AFFAIRS AND MILITARY HEALTH CARE ISSUES. HEALTH, 
EDUCATION, AND HUMAN SERVICES DIVISION, U.S. GEN- 
ERAL ACCOUNTING OFFICE; RICHARD McCORMICK, Ph.D., 
CO-CHAIRMAN, COMMITTEE ON CARE OF SEVERELY CHRON- 
ICALLY MENTALLY ILL VETERANS, AND THOMAS H. MILLER, 
CHAIRMAN OF THE VA ADVISORY ON PROSTHETICS AND 
SPECIAL DISABHJTTES PROGRAMS 

STATEMENT OF STEPHEN BACKHUS 

Mr. Backhus. Good morning, Mr. Chairman and members of the 
subcommittee. 

I’m pleased to be here today to discuss our ongoing evaluation of 
VA’s efforts to ensure systemwide capacity and reasonable access 
to specialized treatment and rehabilitative services. You asked that 
1 focus my remarks on two issues — whether VA is maintaining ca- 
pacity with reasonable access to specialized care and whether VA 
nas data that is sufflcientiy reliable to monitor and report on 
conmliance. 

My comments are based on meetings we've had with VA, VSO 
and advisory committee officials, as well as a review of VA and ad- 
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visory committee reports. We will be continuing our work over iJie 
next several months and expect to issue a repoit next spring. 

In summary, our work to date suggests that much more informa- 
tion and analysis is needed to support VA’s conclusion that it is 
maintaining its national capacity to treat special disability groups. 
V^le VA’s data indicate that overall the number of veterans 
served has increased by 6,000, or 2 percent, between 1996 and 
1997, the data also show the total spendi^ for specialized disabil- 
ity programs decreas^ by $52 million. Ine number of veterans 
treated systemwide for conditions such as amputations and sub- 
stance abuse has decreased, as have ex penditures for veterans with 
amputations, serious mental illness, PTSD, and substance abuse. 

VA atMbutes decreased spending to r^ucin^ duplicative serv- 
ices and replacing more expensive hospital inpatient care with out- 
patient care. It is too early for VA to assert that capacity has been 
maintained without knowing how effectively these dollars have 
l^en spent. Simileirly, positive indicators of improved access for five 
of the six special disability programs also warrant more review. For 
example, the proportion of veterans receiving psychiatric outpatient 
care within 30 days of hospital discharge increased by a negligible 
.6 of 1 percent in 1997. The monthly waiting time for admission to 
the inpatient blind rehabilitation program increased by 1 to 8 
weeks for 11 months of the year. 

Consistent with the Government Performance and Results Act of 
1993, VA plans to develop outcome measures over the next 2 to 3 
years to track whether the care provided to disabled veterans is ef- 
fective as a result of its shift to outpatient care. VA intends to re- 
place expenditure data with outcome measures when they become 
available. While we fully support the addition of outcome measures 
to evaluate the effectiveness of physical, psychological, and social 
services, we also believe that current measures such as dollars 
spent serving veterans’ special needs are also important to gauge 
lemslative compliance. 

Moreover, other data, not now used by VA, such as the number 
and type of specialist providers, wd the number of beds may also 
be usenil indicators of capacity. Additional analysis is also needed 
to fully explain the larae regional variations in the number of pa- 
tients served. Beyond ^e issue of capacity measurement, however, 
we also have questions regarding the reliability of VA’s data. VA’s 
reduction of its reported 1996 baseline expenditure data, without 
explanation, is a criticEil issue for us to review. In all six programs 
and services, VA reduced the baseline. In one program, by as much 
as 50 percent in each VISN facility and in another by $56.5 million. 
VA’s two advisory committees have also raised (questions that you’ll 
hear about today, I think, regarding anomalies m the capacity data 
identifying — for example, a questionable increase in expenmtures 
at one facility of 3,500 percent over one year. VA has acknowledged 
the need to improve its data systems and has several efforts under- 
way to do so. 

In conclusion, Mr. Chairman, the VA strives to measure compli- 
ance with the requirements of the Eligibility Reform Act. It needs 
to develop more comprehensive data and improve the reliability of 
existing information. We will continue to assess VA’s efforts as we 
complete our study. Mr. Chairman, this concludes my remarks. I’ll 
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be happy to answer any questions you or other members of ^e sub- 
committee may have. 

Mr. Stearns. Thank you. Dr. McCormick. 

[The prepared statement of Mr. Backhus appears on p. 50.] 

STATEMENT OF RICHARD A. McCORMICK 

Mr. McCormick. Yes, thank you, Mr. Chairman, .^proximately 
1.7 million veterans meet the consensual definition for seriously 
monthly ill. Alraut 300,000 of these xise VA services. It is most ap- 
propriate that the capacity report monitor the care of veterans with 
sermus mental illness and post-traumatic disorder. Over 450,000 
veterans have been adjudicated to have mental disorders related to 
their military service. Over 100,000 were combat-related post-trau- 
matic stress disorder — a disease which goes to the very core of the 
primairy mission of VHA. 

This is a tumultuoiis time in healthcare. Services for the seri- 
ously mentally ill are at risk during such times of change. These 
patients have disorders which are complex, disabling and chronic 
in nature. The data presented in the report on the number of serv- 
ices show the national increase of 1 percent for veterans with seri- 
ous mental illness and PTSD and a decrease of 2 percent for seri- 
ously mentaUy ill substances abusers. This contrasts with a 3.8 
percent overall increase in all veterans served by VA. This relative 
slower growth and in the case of substance abuse decline, can’t be 
simply attributed .to lack of opportunity to provide such care. 

In 1997, VA provided mental healthcare to only 38 percent of 
those who are service-connected for a mental health disorder, and 
o^y 8 percent of the total of low-income service-connected veter- 
ans. Local rates of variation and loced rates of utilization vary 
widely and we related very much to the distance that a veteran 
lives from an access point. The capacity report shows declines in 
expenditures of 3 percent for the seriously mentally ill; 7 percent 
for post-traumatic stress disorder; and 20 percent for seriously 
mentally ill substance abusers. 

This decline must be compared to a 5 percent overall increase in 
funding for VHA services during the same period of time. De- 
creased ezpenihturee eire, in all cases, the result of decreases in in- 

K atient care. The Committee on the Care of Severely Chronically 
ient^ly ni Veterans is supportive of de-institutionalization of the 
chronically mentally ill ana the movement towards outpatient care 
for substance abusers. If accomplished appropriately, such efforts 
can increase the value of mental health services. The available 
data, however, caused grave concern as to whether such a transi- 
tion is being consistent managed throughout VA. It would be ex- 
pected that the transition for more expensive inpatient care would 
result in the ability to treat significantly greater numbers of seri- 
ously mentally ill, non-users of VA services. 

Of equal concern to the committee is the large variation among 
network. We consider that true access implies reasonable access 
across &e country; where a veteran lives snouldn’t determine the 
availability of services. Decreases in specific networks in the num- 
bers of patients served was as hi^ as 35 percent for post-trau- 
matic stress disorder; 28 percent for homeless seriously mentally 
ill; and 13 percent for seriously mentally ill substance abusers. 
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The current available data are inadequate to comprehensively 
monitor VHA’s efforts to maintain capacity. For example, existing 
administrative databases do not inoicate whether an adequate 
array of services are in place to successfully reintegrate the institu- 
tionalized, seriously mentally ill patients into the community. The 
rapid de-institutionalization needs to be accompanied by the devel- 
opment and deployment of intensive community-based services, 
“mere has, unfortunately, been little ^wth in the number of these 
programs in VA. Over two-thirds of VA facilities still do not have 
mt^sive community case management services for the seriously 
mentally ill. 

Furthermore, VA has begun the rapid development of a large 
array of co mmuni ty-based outpatient dinics. Most of these clinics 
are actually targeted for geographic areas where the utilization of 
VA services by high-priority seriously mentally ill veterans is low. 
As of January, 144 community-based outpatient clinics had been 
approved by Congress. Unfortunately, less than 40 percent of these 
in<nuded basic mental health services. These clinics could afford an 
ideal opportunity for VA to maintain its commitment to the care 
of the seriously mentally ill by utilizing at least a portion of the 
hinds saved through inpatient reductions to provide outpatient care 
for seriously mentmly ill veterans ne^lr where they leave. 

In summeiry, ^e number of seriously mentally ill served has not 
kept pace with the overall growth of VA; fewer dollars are being 
spent on their care. There is unacceptable variation across the sys- 
tem. There is no evidence, that nationailly the expected growth and 
intensive community and outpatient pronams has accompanied 
the closure of inpatient programs. Most VA new access points do 
not address the unmet aemand for services for even the highest 
priority seriously mentally ill. 

The committee feels that continued vigilance supported by better 
data is required to assure that VA does not decrease its commit- 
ment to the seriously mentally ill emd to veterans with combat-re- 
lated post-traumatic stress disorders. Thank you, Mr. Chairman. 

[The prepared statement of Mr. McCormick appears on p. 61.] 

Mr. Steakns. Thank you. Mr. Miller. 

STATEMENT OF THOMAS H. MILLER 

Mr. Miller. Okay. I thought my hearing aid battery 

Mr. Stearns. No, no. Let me apologize. I just didn’t have my 
microphone on — ^ifs my fault. 

Mr. Miller. In fact, audiology is one of those programs under 
our advisory committee’s jurisdiction. Ill have to get new batteries, 
but 

(Lau^ter.) 

Mr. Chairman, I want to thank you on behalf of the Secretary’s 
Advisory Committee on Piosthetics and Special Disabilities Pro- 

g rams for inviting us to participate in this extremely important 
earing this morning. It’s a real honor for me to represent our com- 
mittee — both the current members and those who have served over 
the past 7 years. We’ve had a very distinguished number of individ- 
uals that have served on our committee, and have a great deal of 
expertise and experience in the treatment of special disabilities and 
in the rehabilitation field generally. 
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We’ve had a rather diverse membership in our committee — indi- 
viduals from the private sector, individuals from the VA, from the 
academic community, as well. As you are aware, we have three vet- 
eran service organizations — the Paralyzed Veterans of America, 
Disabled American Veterans, and Blinded Veterans Association — 
who are permanent members of that committee. I’ve had the pleas- 
ure of serving on that committee since its inception. Our first meet- 
ing was held in July — 7 years ago. 

I think it might be helpful to review a little bit the history of the 
committee, at least in terms of the problems that led to the estab- 
lishment of our advisory committee. As 1 believe you’re all aware, 
iiie Senate Committee on Veterans' Affairs conducted an oversight 
hearing in 1990 focusing on prosthetics and special disabilities pro- 
grams. Many, many very serious problems were uncovered in that 
hearing, principally in the area of timely, high-quality delivery of 
prosthetics services. Many other problems were identified in terms 
of rehabilitation, research, and development service within VA, 
blind rehabilitation service, specifically unconscionably long wait- 
ing times and waiting lists for admission to rehabilitative services, 
and an assortment of other issues. 

As a result of that oversight hearing, our committee was estab- 
lished. There were a number of very positive outcomes or gains 
that were realized as a result of that hearing in the following sev- 
eral years. Principally, centralized funding was established to fund 
the prosthetics service program. Prior to that time, the funding of 
prosthetics services had been decentralized to the region and to the 
loced levels, liiere was a good deal of evidence to suggest that dol- 
lars that were being allocated for prosthetic services were being 
utilized at the local level to provide services other than the provi- 
sion of quality and timely prosthetics. 

In addition to the centralization of the funding, there was a sig- 
nificant increase in professional staff added across the system; 
namely, in the form of prosthetic representatives or prosthetic 
chiefs. New services were established in a number of VA facilities 
that did not have a full prosthetic service up until that time. Addi- 
tional staffing was provided for headquarters. The staff in head- 
quarters in conjunction with VA management and in the Congress 
established what they called the prosthetic improvement imple- 
mentation plan. It defined a number of very specific goals that 
needed to be achieved within specific timeframes. We were very 
pleased on the committee that — and we receive reports on a regular 
basis regarding their compliance with the PUP — they made great 
strides. Many of the problems that existed in prosthetic service di- 
minished almost completely. They were very effective in managing 
the money, applying it to the purchase of prosthetic services in a 
timely way. 

We, also, were pleased to note that problems in rehabilitation re- 
search and development service were similarly resolved and dem- 
onstrated significant improvement. Some improvement was also 
noted in blind rehabilitation service with the provision of additional 
resources across the system to bring all the blind rehab centers up 
to their full staffing levels. Therefore, they were able to operate all 
their authorized beds and reduce the length of wait for veterans 
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who had applied for training because &ey were able to operate 
much more efficiently. 

I present that background to put into perspective our current 
view of the status of all of these programs following the transi- 
tion — the new VHA, if you will — from a hospital-based S 3 rstem to an 
ambulatory managed primary care model of delivery. Unfortu- 
nately, the committee is quite concerned that weVe seen some ero- 
sion in the gains that have been achieved as a result of ffie 1990 
oversight hearing. Most notably, prosthetic service and blind reha- 
bilitation service have taken the Digest hits, if you will. We have 
noted that in prosthetic service andffieyve realized — since 1995 — 
they’ve experienced a 67 percent increase in workload, while at the 
same time, they’ve experienced significant loss in staffing levels. 

Their ability to provide timely, qualitv service has been severely 
compromised. One of the measures for tnat was a delayed order re- 
port that facilities submit to headquartere on a monthly basis. 
Since this time last year, there’s been a 74 percent increase in the 
delayed orders being reported. There’s over 8,300 delayed orders as 
of the end of the second quarter of this fiscal vear. Clearly, there’s 
a fiscal problem in that there aren’t adequate dollars to support the 
prosthetics program. Medical centers are finding themselves in a 
very difficult position identifying sufficient funding to support these 
programs. Until this final qua^r, the way they were doing that 
was borrowing from their — agednst their — next quarter allocation. 
Now that we’re in the fourth quarter, there is not another quarter 
to borrow against. So we expect delayed orders to increase dramati- 
cally and the veterans to go vnthout the necessary prosthetics 
appliances. 

Prosthetic service is also e^riencing extreme difficulties in the 
field in retaining highly qualified professionals and their services. 
Their grade structiu^ is not adeouate to recruit and retain folks. 
The organizational realignment tnat’s occurred as a result of the 
transition to 22 network with decentralized manuement has re- 
sulted in a great deal of inconsistency throughout me system with 
how prosthetic services and other services are organizationally 
aligns and treated within their facilities and/or networks. 

Just as an example, the Director, the Chief of the prosthetic serv- 
ice at the VA Medical Center in Denver, following a national train- 
ing center went back home and was so fhistrated, he resigned and 
took a purchasing agent position, six grade levels below. He felt 
that he couldn’t get the simport frt>m this facility, be couldn’t get 
adequate staffing. ’The staff that he was able to retain were burned 
out. ’This is not an isolated incident. It’s occurring more and more 
frequently across the system. Clearly, there ne^ to be greater 
sensitivify, recognition, of a problem and the willingness to try and 
do sometiung about it. We feel that that has been lacking to this 
point. 

The other two witnesses refer specifically to the capacity report 
and the data included therein. Our committee, as you know, did 
not endorse the capacity report that was sent to Congress. We felt 
the data was flawed, it was confusing, it was disorganized, and im- 
reliable. We believe the VA — the VliA— is moving m the proper di- 
rection with regard to data collection, but the information man^e- 
ment systems are not there yet. However, they’re basing decisions 
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on inadequate and inaccurate data. Dr. Kizer repeatedly has em- 
phasized that this new system would be one that would be a data- 
driven management system and decisions would be driven by data. 
Inaccurate or invalid data is not going to help the decisions that 
are being made in the field. 

Blind rehabilitation service is experiencing some difficulties as a 
result of the reorganization and the allocation methodolo^. I will 
be coming back on another panel and well focus more in-lfepth on 
those specialized services for blinded veterans, but it is a problem 
that our committee has been intensely following. It’s been a chronic 
problem. The erosion of resources and the involvement of our pro- 
pam managers at headquarters with a field leaves an awful lot to 
be desired. llieBe are national programs, Mr. Chairman, especially 
prosthetic services which cuts across all tire disability groups. 

My final comments are related to the impact, I guess, of the Eli- 
gibility Reform Act and we appreciate tne efforts of yoxir sub- 
committee and the full committ^ in getting that legislation crafted 
and moved through the Conp^s— one of the unfortunate, I guess 
if you wiU, from VA’s standpoint, effects of that is the increased de- 
mand for prosthetics and the increased budgetary implications that 
has had, particularly in the area of ophthalmology and audiolo^, 
speech pathology, ueir workloads have increased dramaticaUy. 
Without any appreciable increase of staff to provide service, the 
workloads nave just become incredibly large. Without relief from a 
resource standpoint, veterans are going to wait longer and longer 
for those services and for the necessaty prosthetic appliances eind 
aids to lielp them overcome their disabilities. 

Mr. Chairmeui, that concludes my statement and I’d be more 
than happy to answer any questions that I can. 

(The prepared statement of Mr. Miller, with attachment, appears 
on p. 66.] 

Mr. Stearns. Thank jrou, Mr. Miller. What we’re trying to do is 
understand whether it’s mana^ment here or budget reductions. I 
think all of you have mentioned sort of the inconsistency from each 
VISN to VISN. Before I go further, Mr. Backhus, how far are you 
into your GAO report? 

Mr. Backhus. We began 2 months ago. I would say about one- 
fourth of the way throu^. 

Mr. Stearns. About 25 percent? 

Mr. Backhus. Yes. 

Mr, Stearns. When do you think it will be complete? 

Mr. Backhus. We’re estimating that next Spring we’ll have a 
final report, but really we’ll have most of the analysis done late 
Winter. 

Mr. Stearns. In the first part of your report, are you finding, 
from VISN to VISN, the inconsistency in delivery servicing of vet- 
erans in the disability group? 

Mr. Backhus. Tremendous variation. 

Mr. Stearns. Is this variation mEinagement-driven or is it, for 
example, that the delivery of services witii outpatient clinics — as 
you say in your statement — has impacted some of the VISNs. Isn’t 
that true? 

Mr. Backhus. Absolutely. 

Mr. Stearns. Yes. 
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Mr, Backhus. That’s consistent with the nationwide shift toward 
more outpatient care. It’s both. It’s not just in the way care is deliv- 
ered, but it’s the management and the emphasis that’s placed on 
particular programs. T^ats where variability seems to be less ex- 
plainable and what we’re really going to try to understand better. 

Mr. Stearns. Dr. McCormick, how would you explain the 
marked differences tJiat appear in this consistency of delivery of 
services from VISN to VISN? How should the VA respond to these 
regional differences and how can we be sure that we’re maintaining 
the program consistently? 

Mr. McCormick. Well, we start, of course, from a point of consid- 
erable variability. Some networks clearly do have budgetary reduc- 
tions. Al^ough again in a given year’s period, those are capped 
and are nowhere near the 20 to 30 percent range of reduction in 
patients serv^ ftiat we see in some networks. 'Ine networks also 
vary very much initially in how many patients they have in inpa- 
tient settings. Nevei^eless, we on the committee don’t necessarily 
expect that even dollars will remain constant in every VISN. We 
recognize that as facilities go from inpatient to outpatient modes, 
they ^ould be able to operate more efficiently. What we find very 
difficult to understand is that in some of those very networks 
where the dollars go down, the expected increase in numbers don’t 
go up. 

To answer your question as to why there’s variability. I think one 
thing that needs to be borne in mind is that the networks, perhaps 
understandably, have very different systems on how they manage 
mental healthcare, ^me of them have a much more centralized 
network system where there is a single person or single body who 
oversees mental health services. Others continue to rely more on 
individual facilities. Again, one of the things we’re very concerned 
about is that the gro\^ to outpatient access roints is, again, in- 
consistently includmg mental health services. 'There are some net- 
works where every commimity-based outpatient clinic has mental 
health services and there are some where almost none of them do. 
These are clearly management decisions — that particular example 
is clearly a management decision. 

Mr. Stearns. So I think what you’re saying is that the varia- 
bility between the different VISNs is primarily a management 
problem. 

Mr. McCormick. Well, I understand that part of it is driven 
given a VISN that’s losing money. It’s more complicated. If you’re 
in a VISN that perhaps starts with a very heavily institutionalized 
popiilation, it is more problematic. But I think, in my opinion, 
there is a lot of the variability that is due to management 
decisions. 

Mr. Stearns. How would you grade the VA compliance, both at 
the VISN level and the national level? Is there any way you can 
do that? 

Mr. McCormick. Well, again, the numbers, when you look at the 
numbers in the report and again these numbers are administrative 
data and don’t teU the fvdl story. The committee was glad to see 
that there weren’t huge decreases in the number of patients seen. 
As a system, I think that based on the available data and taking 
very much into account what we still haven’t seen in terms of 
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movement towards community-based and intensive community out- 
patient approaches, I guess I would give the whole VA maybe a 
“C”. But Miere are networks that probably deserve an “A” and there 
are those that probably deserve a “D.” 

Mr. Stearns. No one’s flunking? 

Mr. McCormick. Well, I don’t have enouA data to — when I 
teach I’m very ceireful only to flunk people ii I really have good 
data. 

Mr. Stearns. Well, this might be a little tougher question. 
Should we continue to require the VA to maintain the “capacity” 
of these programs from VISN to VISN? 

Mr. McCormick. I absolutely think we should. Again, my view 
and the view of the committee is that these are ^pulations who 
often don’t have a voice especially the chronically and severely 
mentally ill — the psychotics. There are over a 136,000 veterans 
who are service-connected just for psychosis, which is the most dis- 
abling of the mental disorders. They have no voice. I don’t think 
they often have a voice even within the networks. There needs to 
be vigilance to make sure that they don’t get lost in the sweep to- 
wards meiking the system more of a healthcare system, which I 
think again, in my view, is a good move. I think the VA does need 
to move from being a hospital system to a heeilthcare system. We 
just need to make sure that as we do so we develop a healthcare 
system for the seriously mentally ill, as well. 

Mr. Stearns. Would vou repeat that last part? You believe it 
should be moved from a hospital care system to a what? 

Mr. McCormick. A healthcare svstem. I mean, 1 reallv do sup- 
port going away from a series of hospitals to really looking at a 
population of patients who need care and trying to increase access 
to further impact a larger number of patients. Again, the figures 
that only 36 percent of those who are service-connected for a men- 
tal illness receive VA care shows that we have a long way to go 
to bring care closer to where patients live to take a he^thcare svs- 
tem approa(^. So again, I’m very supportive of VA’s move to be- 
come a healthcare system, rather than just a set of hospitals. I 
think the committee is also concerned that as we get out there and 
develop new access points, get into the community, the resources 
we save on the hospitals for the seriously mentally ill need to be 
redepl<^ed out to these new access points. 

Mr. Stearns. Mr. Miller, would you agree with Dr. McCormick 
on what he said, moving from a healthcare hospital system to 
healthcare delivery system? 

Mr. Miller. Yes, sir. I think, there was no question that the VA 
needed to change the way they were providing healthcare. That a 
hospital-based system is not the most efficient or economically 
sound way of providing comprehensive quality healthcare to our 
Nation’s veterans. I would have one caveat, However, there are cer- 
tain programs that do need, and are very effective as inpatient, res- 
idential programs that need to be maintained. Not everything can 
be placed out in community-based outpatient clinics who are in 
some kind of an ambulatory care setting. Very careful decisions 
need to be made regarding what programs are suitable and appro- 
priate and will resmt in desired outcomes in an ambulatory setting 
as opposed to an inpatient setting, and to ensure that those that 
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require inpatient services, those services are there for those veter- 
ans who require that type of service. 

Mr. Stearns. Thank you, Mr. Miller. That concludes my ques- 
tions. Now the ranking member, Mr. Gutierrez. 

Mr. Gutierrez. Thank you, Mr. Chairman. Mr. Backhus, in your 
judgment and given the information you have at this time, do you 
tluM that the VA is ensuring its capacity to provide specialized 
services to veterans? Do you think if s at the same level as it was 
in October 19%? 

Mr. Backhus. I suspect it’s mixed, varying by pro^am and, of 
course, by region. Overall, ifs impossible to say. Ifs impossible to 
know at this time. I don’t think that this Congress has the assur- 
ances that they expected to have from VA through this legislation. 
There clearly is additional information that I think is available, 
that ought to be made peuf of the reporting requirements of VA, 
^at would give you those answers. But I havenH seen that infor- 
mation yet. We're focusing on that over the next several months 
and hopefully we’ll have that answer, ultimately. 

Mr. Gutierrez. Following up on information and where we 
should be getting our information — spools of information — the GAO 
questions ^e reliability of the VA’s data. But you're going to use 
it. If the VA’s data is faulty or at least questionable, could you just 
share with us what other sources of information you’re going to 
search out to get to this — to get the answers we need. 

Mr. Backhus. That’s always a difficult thing for us. I think 
there’s other — the comment I made about the reliability of the VA 
data refers to the information that we have gotten thus far out of 
the reports to ^e Congress — the capacity reports. I think there are 
o^er sources in VA; a number of them that, when combined with 
this data, provide a better look. There are ways to take data — and 
differing data — ask questions and explain the differences. There 
are muuiplc sources of data that you can trace back to original doc- 
umentation. TTiat’s the kind of process we go through. We’ll take 
data from NEPEC and from PRAC and these other resource groups 
in VA, piece it together and eventually come up with something 
that seems to make the most sense. 

So there’s not one database in VA that you can go to but there 
are several sources within. In talking with people who run the pro- 
grams there— -dealing with the veterans on a day-to-day basis, you 
begin to be able to construct a picture. But it takes a lot of work. 
It’s not a simple thing to do. 

Mr. Gutierrez. Mr. Backhus, in your testimony, you state the 
VA’s data and assertions thus far may — and I’ll quote you "mask 
potential adverse effects on specific programs and locations.” In 
conducting your research, have you found this occurring in certain 
localities? Cfan you share with us examples of adverse effects? 

Mr. Backhus. No, I don’t have any specific adverse effects. I 
really put the word potential in there to represent what it is we’re 
going to be on the lookout for here. But at tnis time, I can’t identify 
to you any particular instance of someone being adversely affected. 

Mr. Gutierrez. Okay. Let me just quickly — ^to Mr. McCormick, 
I’m going to ask you me same question I asked Mr. Backhus. In 
your opinion, the VA maintaining its ability to provide services at 
the October 1996 level in specialized care? 
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Mr. McCormick. I can really only speak for the seriously men- 
tally ill. I have to start off with a copy of our administrative data- 
bases which most of the report is b 2 ised on are limited. They don’t 
tell anywhere near the whole picture. It isn’t even that the data 
is necessarily unreliable, it just isn’t full and complete. I feel that 
the gauge that I would use looking at the total growth of VA and 
the direction of VA that special programs for the seriously mentally 
ill are not totally keeping up. 'Aiat is, we are not— VA isn’t main- 
taining its commensurate commitment that it had a year ago. Al- 
though the changes are relatively small, nationwide Aey are very 
large someplace. 

Mr. Gutierrez. Mr. Miller, the same question. What do you 
think? Do toey have the capacity, the VA, that they had in October 
1996 to provide specialized services? 

Mr. Miller. I would kind of concur that it’s somewhat mixed, 
but I would submit that, particularly in the area of prosthetics, 
their capacity has been significantly Educed. Staffing levels in ^e 
field and headquarters have been decimated severely impairinig 
Aeir ability to maintain capacity. Some of the other proCTams, if 
they are, i^s very, very marginally. They’re on the edge of the loss 
of ability to maintain capacity. But again, there’s a lot of inconsist- 
ency from program-to-program across the system. 

In response, if I might, to your earlier question to Mr. Backhus, 
data, one of the fundamental problems I think our committee has 
identified is inconsistency across the system as to how data is en- 
tered; how it is coded; how services are costed from one facility to 
another, from one network to another. If there are not national 
standa^s established and someone held accountable for those 
standards to be severed to, we’re not going to have good, solid 
data. They won’t be able to roll-up national data l^ause 
everybod/s recording things differently — ^reporting in a different 
way, in a different format that just is not conducive to rolling up 
gO(^, solid, accurate data. 

Mr. Gutierrez. Thank you, Mr. Miller. Thank you, Mr. Chair- 
man. 

Mr. Stearns. Mr. Bilirakis. 

Mr. Bilirakis. Thank you, Mr. Chairman. Of course, the ques- 
tion offered by Mr. Gutierrez is the bottomline question and the 
reason for this hearing. We know that specialized services are the 
most expensive. So I guess common sense would dictate they might 
be considered the most vulnerable to cuts to the budgetary con- 
straints. So that’s why it’s just so very necessary to be even more 
diligent than we are being. Tom, Mr. Miller, we got to know you 
real well. 

Mr. Miller, Now, I’m in trouble. (Laughter.) 

Mr. Bilirakis. Tve been here for 16 years — and I think you’ve 
probably been in that audience and testifying for at least that pe- 
riod of time— or close to it anyhow. Now, you’re chairman of this 
advisory committee and I do want to commend the VA for its ef- 
forts in the creation of that committee. You gave us a history of it. 
Now you’re an advisory committee of the VA — you’re all volunteers, 
right? 

Mr. Miller. Yes, sir. 
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Mr. BILIRAKIS. You’re an advisory committee of the VA. Have you 
been given the opportunity for input on this particular problem — 
speci^ized services — particularly prosthetics and, you know, the 
special disabilities? 

Mr. Miller. Yes, sir. Over the history of the committee — when- 
ever we met, and we meet twice yearly usually in the March-April 
timeframe and then again in September of each fiscal year. Follow- 
ing each meeting, we submit detailed minutes of those meetings 
with a list of recommendation the committee wants to send forward 
to management. Normally throu^out all of those meetings, we re- 
ceive briefings from VHA management officials— — 

Mr. Biurakis. I don’t want to use up all my 5 minutes now 

Mr. Miller. Oh, okay. 

Mr. Bilirakis (continuing). On that, Tom. Forgive me for inter- 
rupting you, but I think I Imow you well enough that you’d be will- 
ing to do that. So you’re not ignored. In other words, you do have 
inputs and do you feel that your inputs are creative and, you know, 
at least addressed and considered? 

Mr. Miller. In the last few years, weVe had serious questions 
regarding whether or not they were read, and if so whether the re- 
sponses nave been less forthcoming in some situations. We've had 
some serious problems with the methods in which those reports 
were handled within VHA. We addressed those with Deputy Sec- 
retary Gober in our last meeting in March. He suggested some 
changes and we’re hopeful that VHA will be more responsive in the 
future. 

Mr. Bilirakis. All right now, so basically you’ve testified that 
there’s been a drop in tlus maintaining of specialized services. That 
has happened since the Eligibility Reform Act of 1996. Is this any 
unintended consequence of that particular piece of legislation that 
maybe we should have taken into consideration? Any comments 
from any one of you in that regard? 

Mr. McCormick. Well, let me say I think that it was something 
to be concerned about when the VA attempts, as it is, to increase 
the number of users and to move to more outpatient delivery 
modes, the needs of special patients can be left behind. So I think 
the capacity section was a very well thought out portion. I guess 
my own view is that we need to continue to be vigilant. We need 
more data. It's very difficult to really make any finm decision right 
now, but I think that it certainly was a good thing to highlight. 

Mr. Bilirakis. Mr. Backhus, you have any opinion in that re- 
gard? 

Mr. Backhus. Well, I think the incentives these days and in the 
field or divisions are to try to make the best out of hmited re- 
sources, and to keep the cost of those patients down. When they’re 
finding efficiencies, or ways to become more efficient, there is some- 
times that tendency to seek out those patients who are less costly. 
It makes Uie special population somewhat vulnerable. There are 
protections that are in the system, such as this legislation to pre- 
vent that, and I ^nk they are vety important. 

Mr. Biurakis. But that protection is just basically a mandate, a 
rhetoric^ mandate, on our part. Isn’t that true? I don’t know when 
you say protection? 
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Mr. Backhus. That carries weight. I mean the legislation cer- 
tainly does carry weight. I don't disagree with Mr. Miller at all. 
But from where I sit, there just isn’t enough data yet to conclude 
that the capacity has been r^uced. But there certahily is the need 
to find out. 

Mr. Bilirakis. Yes, but the trouble is that by the time we get 
enough data, another year or so has gone by. That’s much of &e 
problem. 

Mr. Backhus. Correct. 

Mr, Bilirakis. You have a new Secretary of Veterans Affairs, I 
suppose coming aboard and I don’t know, aU sorts of different poli- 
cies will change. But Tom, very quickly, I don’t have more than a 
few seconds if you have anything to add to all that. 

Mr. Miller. Yes. I would indicate that I think the eligibility for- 
mat was — has been a contributing factor and that it’s increased the 
cost of prosthetic services, eind increased workload for a number of 
these special programs. But I think even more importantly is the 
totally inadequate funding level for VA healthcare in general. To 
be fair to the network directors, facility directors, and the head- 
quarters management, they have very, very difficult and a wide 
range of programs that they must fiind and provide. There just 
aren’t the sufficient resources for them to do everything they need 
to do and want to do. 

Mr. Biurakis. Thank you. Thank you so much. Thanks, Mr. 
Chairmein. 

Mr. Stearns. Thank you, Ms. Brown. 

Ms. Brown. Thank you, Mr. Chairman. To Dr. McCormick — my 
question is — 1 guess it’s nothing more disturbing to me, and prob- 
ably most Americans, is that one-third of the homeless people are 
veterans. They’re veterans with mental health problems or sub- 
stance abuse problems. I think it’s a direct relationship to us clos- 
ing hospitals and putting them in the community and the services 
not following them to the community. In your testimony, you men- 
tioned that we — ^you’re serving more mental health veterans, but 
there have been a drop in serious mental ill, substance abuse and 
its treatment. Well, that’s disturbing. 

Mr. McCormick. Certainly, as you accurately said, most home- 
less veterans that the VA treats — and there are estimates that 
there are as many as 200,000 to 250,000 homeless veterans. Most 
of them do have some mental disorder, including substance abuse 
that require care. VA’s homeless progreims actually have been 
among the best programs to get out into the community — use com- 
munity resources, use residential resources in the community as 
well as the VA in an attempt to rehabilitate and take the homeless 
back to independent living. Again, this is a program I think that 
the Congress very much pushed and the Congress can be very 
proud of. And, overall, nationwide, it is still a program that is veiy 
viable and vital. My committee’s meiin concern is that, of all the 
subclasses that had the largest decrease in any network, it was 
homeless that showed a 38 percent decrease in one network. So 
again, it perhaps highli^ts the variability issue more than any 
other portion of what we do. 
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Ms. Brown. Well, following up — I note that you say that you 
have a drop in the amount of services that you’re providing to these 
veterans. 

Mr. McCormick. Well, again, nationally, you’ve got to remember 
that this particular report kind of brea^ the homeless into two 
parts, like it breaks every population. The seriously mentally ill 
homeless versus the total population of homeless patients. Ilie seri- 
ously mentally ill being those that are the lowest functioning of the 
homeless, if you vrill. Nationwide, there was not actu^y a decrease 
in the number of seriously mentally ill homeless treated. There 
was, however, the concern of the committee tiiat there was really 
tremendous variations across networks; that the growth of the 
homeless that we actually served — and again, we only make a dent 
on that population — didn’t grow at the same rate that our overall 
penetrance into the treatment of veterans in the Nation grew. 

Ms. Brown. Well, what would be some of your recommendations 
as to how can we have more aggressive outreach of forces to where 
it would be homeless veterans? 

Mr. McCormick. Again, I think our homeless programs are, 
again, particularly vulnerable. Because the VA’s healthcare system, 
much to its credit, goes much beyond the benefits that a private 
healthcare plan offers, you know. Services for homeless are more 
than just health services, they’re also psycho-social and rehabilita- 
tion services to get them back into the community and producing 
revenue — actually producing dollars that can be taxed, 'mose pro- 
grams need to be constantly hig hligh ted and need to be constantly 
watched over. There needs to vigilance to see that we don’t lose 
our way to becoming a more narrow healthcare system that doesn’t 
provide that broad range of benefits. The committee eind myself 
were very happy to hear Dr. Kizer actually at a recent hearing talk 
about homeless being the fifth mission of the VA. We just need to 
make sure that that message filters down all the way to the levels 
where operational decisions are made in VA. 

Ms. Brown. Thank you. I have one other question. I have a little 
bit more time, I guess. Mr. Miller, do you think providing a per- 
formance measxire in the Veterans Integrated Service Network per- 
formance contracts to address each of the protective specialization 
service would give Congress better assurances that the programs 
will receive adequate attention? 

Mr. Miller. Yes, I t hink that would be very helpful. I think ac- 
countability is crucial. I know I’ve heard Dr. Kizer and Dr. 
Garthwaite on many, many occasions in headquarters and their 
philosophy and what they expect. What we find in the field is often 
not consistent with their policy and how they conceptualize the s}rs- 
tem. I think if requirements were included in ffieir performance 
standards making network directors and facility directors account- 
able would be very helpful in terms of monitoring, in placing the 
appropriate emphasis on these specialized services. 

Ms. Brown. Okay. Thank you, Mr. Chairman. 

Mr. Stearns. I thank my colleague. Are there any additional 
questions? 

I want to thank the panel very much for their time and efforts. 
We will now have the second panel. 
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Dr. Thomas Garthwaite, Deputy Under Secret^ for Health, De- 
partment of Veterans Affairs; Dr. Fitzgerald, Director of VISN 1; 
and Dr. Leroy Gross, VISN 6. 

We want to welcome you folks this morning and appreciate your 
♦airing time in your busy schedule to come by and t^ to us. Why 
don’t we start with Dr. Garthwaite? Doctor, you have an opening 
statement. 

STATEMENT OF THOMAS GARTHWAITE, DEPUTY UNDER SEC- 
RETARY FOR HEALTH, DEPARIMENT OF VETERANS AF- 
FAIRS: ACCOMPANIED BY DENIS J. FITZGERALD, DIRECTOR, 
VISN 1, AND LEROY GROSS, DIRECTOR, VISN 6 

STATEMENT OF THOMAS GARTHWAITE 

Dr. Garthwaite. Thank you. Mr. Chairman, I’m pleased to be 
here to reaffirm VHA’s commitment to maintain and where fea- 
sible, enhance &e scope and quality of our specialized treatment 
and rehabilitation of disabled veterans. VHA’s pronams that meet 
the specialize needs of veterans help define me vA as a unitjue 
healtncare system. VA has developed strong expertise in special- 
ized services for veterans with spinal cord d}r8function, blindness, 
traumatic brain ipjury, amputation, serious mental illness, and 
post-traumatic stress oi^rder. These services are not widely avail- 
able in the private sector and we are committed to meeting the 
needs of veterans who rely on VA for these specialized services. 

Public Law 104-262 requires that we maintain capacity to pro- 
vide for the specialized treatment and rehabilitative needs of dis- 
abled veterans. *^6 legislation requires ongoing monitoring of the 
capacity of these speciid programs. We have submitted two reports 
to Congress — one in May 1997 and one in June 1998 — detailing our 
efforts to measure capacity. In the process, we have consulted ex- 
tensively with and will continue to work with service or^fanizations, 
advisory committees and others in implementing moiutors of the 
performance of these specialized programs. 

l^le we have developed various working definitions for terms 
identified in the law, we appreciate the complexities and the reali- 
ties underlying the concepts of capacity and access. We seek prac- 
tical solutions for measuring these today eis we work collaboratively 
to find enhanced measures for the future. 

Our June 1998 report reflects that nationally the numbers of vet- 
erans treated in the six programs was maint^ed or increased for 
dl categories, except eimputation which declined by 2 percent. We 
do believe tiiat tiie decline in amputations was due to greater em- 
phasis on preserving limbs and better mana^ment of veterans at 
risk for amputation. My formal statement discusses our perform- 
ance reach^ in speci^ized programs as reported in our June 
report. 

Several issues have been raised about the data presented in or 
underlying our report. We are, and we will continue to be com- 
pletely open with our data and our methods of analysis. We wel- 
come questions fi'om and discussion with all interested parties. We 
look forward to providing this committee with specific responses to 
data concerns rais^ du^g this hearing and at any time in tiie fu- 
ture. While we b^eve that our data systems have many strengths. 
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we also believe that we have much work to do to accomplish their 
continued evolution. In addition to the myriad of data enhance- 
ments currently underway, we will have a data summit later this 
year and will seek broad participation from those outside VA who 
depend on our data to track qu^ty and system improvements. 

We continue to listen and communicate with our VSO colleagues 
and we continue to ask critical questions of ourselves regarding 
how we might enhance, not just preserve these outstanding pro- 
grams. Recently, Drs. Kizer, Holanan, and I spent 2 hours with 
rVA’s top leaaership discussing their concerns. We continue to 
work on various issues raised during that and other meetings. I 
think PVA and VHA are making good progress in developing out- 
come measures for patients with spinal cord dysfunction. An effort 
which will once again have that paifriership leading the way in the 
advancement of care in spinal cord disease. 

In mental health, we have examples of outstanding leadership 
and creativity in network service Imes. As we learn from those 
leaders, we will anressively teach the best practices for others to 
follow. We believe that other initiatives such as our mental health 
report caid, the recently funded mental health research and edu- 
cation centers, the recent funding of our quedity enhancement re- 
search initiatives in mental health, and eimanded funding of our 
homeless ^ant and per diem program, voted by VISN Directors for 
inclusion m our budget, reflect our commitment to these patients. 
Early detection of illness, outreach to enroll patients, and coordina- 
tion of care are fundamental issues which underlie all we’ve been 
doing to reinvent the Veterans’ Health Administration — these 
issues are especially important in mental health and in special 
programs. 

In blind rehabilitation, we are proud of our service and our his- 
torv, but we are not content. We are chartering a gold ribbon panel, 
in honor of the 50th anniversary of the blind rehabilitation service, 
to help us visualize the best integration of blind rehab with our de- 
centr^ized network structure and to suggest ways that we might 
effectively serve additional visually-impaii^ veterans. 

In prosthetics, we are concerned that an increase in workload 
has resulted in gradual increase in delayed orders. We are aware 
of problems and have taken specific actions to address them, in- 
cluding staffing adjustments, central earmarking of handing, and 
continued care^ monitoring of delays. Dr. Kizer has charged our 
prosthetics and sensory aids service to develop additional perform- 
ance measures that will address quality, access and satisfaction in 
prosthetics in addition to the historical tracking of timeliness. 

In conclusion, I’m pleased to report that VHA has maintained its 
national capacity to provide for the treatment and rehabilitation of 
the broad Roupings of specially disabled veterans. While some sub- 
group and some network variation exists, we continue to monitor 
and work to understand these variations and take action to assure 
these patients are not adversely impacted by the needed changes 
in the Veterans’ Healtii Administration. 

'nie veterans we are discussing here today, to a neat degree, are 
the reason there is a VA health system. WeVe made many changes 
in the VA in the past 3 years. Change is not easy. It has been said 
that people don’t resist change, they resist change for which they 
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Bee no reason. Our reasons for change are clear — better service, 
better access, better quality, and better outcome. We thank you for 
&e opportunity to discusB these issues and look forward to your 
questions. 

Mr. Stearns. Thank you. Dr. Fitzgerald. 

[The prepeired statement of Dr. Gartiiwaite, with attachment, ap- 
pears on p. 78.1 

STATEMENT OF DENIS FITZGERALD, MJ). 

Dr. Fitzgerald. Thank you very much. Mr. Chairman and mem- 
bers of the committee, I appreciate the opportunity to appear be- 
fore you today to discuss the management of and support for our 
special programs. VISN 1, VA New England Healthcare System in- 
cludes nine medical centers located m the sixth New England 
State. We provide ^e lull spectrum of healthcare services, Includ- 
ingmost special programs. 

^e importance of the special programs has been recognized in 
VISN 1 and appropriate support has been shown throu^out the 
network. Our s^ategic plan is link ed to our financial and human 
resource plans to ensure that these programs will receive appro- 
priate attention and the necessary resources to operate efiecuvely 
now and in the future. The patient focus inherent in the implemen- 
tation of service lines will further enhance the quahty and 
assessibilito of these special programs. Network 1 Westhaven has 
maintained capacity to provide veterans a full-range of blind reha- 
bilitation services. A 100 percent of veterans referred to inpatient 
blind rehabilitation have access to the program within 6 months of 
their application. 

The SCI program capacity at Brockton, West Roxbury is more 
than ade<mate to meet the current and anticipated demand. The 
number m patients treated has remained about the same during 
the p£ist 2 years and the total dollars allocated to the SCI program 
has increased. Access to care is excellent and performeince on na- 
tional customer service standards placed the Brockton, West 
Roxbury SCI program number 1 among all VA SCI centers in the 
areas of access, information, emotional support, overall coordina- 
tion of care, and continuity of care. 

VISN 1 provides a comprehensive list of inpatient and outpatient 
services for toe mentally iU veteran. Seventy-six percent of our vet- 
erans are seen within 30 days of discheirge compared with toe na- 
tional average of ^ percent. According to a report card famished 
by the Northeastern Program Evaluation Center, Network 1 was 
ranked 7th over all toe mental health services. VISN 1 was a pio- 
neer in developing intensive psychiatric community care programs 
and support 2 of 9 programs for the treatment of veterans with co- 
morbidities of PTSD and substance abuse. Facilities in our network 
have been home to many nation^ mental health programs — two of 
the three national schizophronia centers; four of the six divisions 
of the National Center for PTSD, and national mental illness re- 
search education and clinical center — to name a few. 

I am very proud of the efforts of the employees of VISN 1 to con- 
tinue to improve the excellent service they provide to the veterans 
of New England. We have come a long way, but much more needs 
to be done. I have the privilege to work with staff who are dedi- 
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cated to providing the best care possible to all our patients. The 
close ties we have with many excellent medical schools and univer- 
sities enhance the care we offer, as well as the education and re- 
search opportunities available to our staff. These four special pro- 
grams are of prime importance in carrying out our assigned mis- 
sion. They will continue to receive appropriate attention and the 
suMort of Network 1. 

Tnank you for inviting me to speak before you today. I appreciate 
you support for oiir efforts to provide the best possible care to our 
Nations veterans. I would be please to answer any questions you 
might have. 

Mr. Stearns. Thank you. Dr. Gross. 

[The prepared statement of Fitzgerald appears on p. 85.] 
STATEMENT OP LEROY P. GROSS 

Dr. Gross. Mr. Chairman and members of the committee, I’m 
privileged to testify about the implementation and management of 
socialized treatment and rehabilitative needs for veterans that are 
disabled and Veterans InteCTated Service Network 6. 

VISN 6, or the Mid-Autintic Network is comprised of eight 
healthcare facilities and other VA medicid programs in Virginia, 
North Carolina, and Beckley, West Virginia. We have strong aca- 
demic affiliations with six m^or universities and other teaching fa- 
cilities. We serve a growing veteran population in this area that 
has increased over the past 2 years. A good percentage of these vet- 
erans do rrauire the support of our specialized pro^ams. The lead- 
ership of VlSN 6 has recognized early on the need to give priority 
to specialized programs in this era of declining resources. We’re 
now in the third year of refining our structures, processes and out- 
comes to maintain and even expand the capacity to meet our com- 
mitments to disabled veterans. 

The hallmark of our structural changes is characterized by the 
formation of multi-disciplinary teams that are patient-focused and 
that place authority and responsibility and accountability at the 
lowest level where care is provided. This concept is known as serv- 
ice-line management. VISN 6 has established service-line for spinal 
cord iiyury, mental health, primary care preventive health, and 
geriatrics and extended care. SCI, mental health and primary care 
will have independent bud^ts in 1999— this coming fisc^ year — 
and this will enable VISN to improve the monito^g of our re- 
sources to more accurately reflect our outcomes to increase access 
and even to positively affect patient satisfaction. 

I would like to comment on a selected sp>ecialized programs as 
follows and the blind rehabilitation program. VISN 6 continues to 
support our VIST or Visual Impairment Service Team coordinators 
at each medical center. In March 1997, a network coordinator was 
appointed to insure consistency in programs for the visually im- 
paired veteran population throughout the VISN. We refer our vis- 
ually impaired patients to West Haven, CT and Augusta, GA for 
residential rehabilitation support. We estimate that me population 
of the legally blind veterans in VISN 6 is anticipated to increase 
by 122 percent by the year 2005. 

In the area of prosthetics, VISN 6 has redirected a portion of its 
workforce between 1996 and 1998 to generate a 9 percent increase 
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in personnel to support our prosthetics programs. Our delayed or- 
ders for VISN 6 continues to be below the benchmark of 2 percent 
threshold for fiscal year 1998, notwithstanding the fact mat we 
have increased our workload 19.8 percent over the same period. 

In providing care for veterans with amputations, oxir preserva- 
tion and amputation clinic and treatment programs are operational 
at each facility. The Eimputation workload in this network is pro- 
jected to decrease which is according to the national trend. 

In mented health, from .^ril 1997 to March 1998, mentsil health 
patients treated in our outpatient pro^ams increa^ by 13.4 per- 
cent over the number in 1996. For this same period, inpatient epi- 
sodes of care decreased by 17.4 percent. We at ^TSN 6 have a 
broad menu of health services at each facility in mental health. 
These are augmented by specialized programs at selected medical 
centers. 

As noted previously, spineil cord injury and disease is one of our 
service lines. This program provides 164 beds for our inpatient, 
acute, and long-term care spinal cord patients. These centers are 
locat^ in Richmond and Hampton. Our centers also support three 
contiguous VISNs. The remainder of our facilities — the other six — 
have qualified as the primary care teams that have been formed 
and tredned to provide ambulatoiy support services for veterans 
closer to ^eir homes. We’ve noted in ViSN 6 that there’s been a 
10 percent increase in our patient workload since 1996 for SCI. 

At this time, I would like to take the opportunity to thank mem- 
bers of the PVA, DAV, and VFW American Legion and other VSO’s 
for their input and participation on our Management Assistance 
Council, or MAC, ana my pl anning boards. I rely heavily on stake- 
holders that the VSOs provide me the input I need to help in man- 
aging specialized programs. Althou^ we may not alw^ agree, 
their input and assistance as I indicated is invaluable in the 
change process. 

I woiud like to pay special tribute to PVA members. Mr. John 
Malone, who was our vISN 6 PVA liaison officer; and Mr. John 
Dei^e, and Randy Pleva in West Virginia for their outstanding 
support to the MAC. I cite them because their progressive disease 
processes have lately not allowed them to con^ue to support us 
m ffie recent months. While they were there, they were very, very 
helpful. 

Mr. Chairman and members of the committee, I want to assure 
you that VISN 6 will continue our efforts to ftil^ comply with the 
spirit and intent of section 1706, title 38, USC. Treating more vet- 
erans wiffi specialized needs over the past years, I think in my net- 
work has demonstrated the ability to maintain the scope and avail- 
ability of these programs even wlffie expanding them. 

I thank you for your support wd I remain available to answer 
your questions. 

[The prepared statement of Dr. Gross appears on p. 94.] 

Mr. Stearns. Thank you. Dr. Gross. 

I guess I might start out with you, Dr. Garthwaite. You’ve heard 
the criticism from two expert panels before. Would you acknowl- 
edge ffiiis morning that there’s more than just a problem? Differing 
perceptions here? Do you i:hink there is a problem, or how would 
you characterize a problem? Perhaps do you have any solutions? 
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What is your reaction here? Mr. Thomas Miller, you’ve heard his 
comments. I’m jiist curious what’s your perception of this? 

Dr. GaRTHWATTE. I think there have been tremendous changes 
made in the VA. Meiny of ^em are positive. I also think there are, 
always have been, and always will continue to be issues that we 
will need to address. When you try to deal with a system that has 
173 hospitals and when you try to operate a hospital system that 
has hospitals in every area of the country, there will continue to 
be variation and some immediate areas of concern. I’ve not had 
time to review the PVA’s concerns, but they have some specific con- 
cerns at specific medical centers and I’m very anYi miH to find out 
more about them. 

But I think, overall, if you ask the question, have we seen the 
same number, total number of veterans in these categories across 
the VA system, I think we can answer yes. If you ask the question 
is there variability in healthcare across the united States and in 
specialized programs — my answer is yes, there is. Dr. Wennbei^, at 
Dartmouth, heu shown — in the Medicare population — dramatic dif- 
ferences in healthcare in the private sector. Do we notice dif- 
ferences in healthcare and therefore differences in all parts of our 
healthcare across the VA system? Yes, we do and we’re tndng very 
hard to understand whether those differences are related to fund- 
ing, to staffing, to loceil variation and employee availability or to 
policies or things that we can eiffect nationmly. 

Mr. Stearns. Well, I understand your answer. I understand it's 
a little bit circumspect. But we’ve heard from experts here that say 
it’s a problem; there is a definite problem. Yet, I hear from you, you 
don’t Know if there’s a problem yet. You need to look at it further. 
You’re sa^g that from VISN to VISN, it can explain the problem. 
Do you think there’s a problem? Just yes or no. I mean, it just 
seems like if I were in your position, I would 

Dr. Garthwaite. Well, I would think there’s a problem. 

Mr. Stearns. Yes, I would say that you’re telling me that you 
just think it can be explained by just saying from ^SN to VISN, 
the predictability, and probability and things like that. I think 
we’ve heard from experts — got a GAO audit that’s starting. The 
question is for you, is there a problem or not? 

Dr. Garthwaite. I hesitate to give you a simple yes or no. 

Mr. Stearns. Well, obviously, then you don’t think there’s a 
problem? 

Dr. Garthwaite. No, no I don’t. I think there are multiple prob- 
lems at multiple levels. 

Mr. Stearns. So, there’s a problem? 

Dr. Garthwaite. There’s certainly a problem that veterans’ serv- 
ice organizations have perceptions of loss of capacity. There are 
specific local issues, as I said in all healthcare syst^s that will 
have specific local issues and we can call those problems. So there 
are specific local problems. Are they different because there’s legis- 
lation? Are they different in relation to what they were before we 
started all the change or are they better compared to what they 
were before we started all the change? 

Mr. Stearns. Do you think ^e problem 

Dr. Garthwaite. I think it’s hard to answer that with a simple 
yes/no. 
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Mr. Stearns. Do you thinfe the problems are more a function of 
management or lack of money? Either one. I mean can’t you just 
give an answer to that? Or both — there’s a third answer. 

Dr. Garthwaite. I tbink there are some management problems 
that we attempt to deal with. I we can give you examples of 
where we’ve done that specifically. I think there are, have been, 
continue to be, and will mways be a tension on our ability to meet 
all the demand. So we will alwa^ have the tension and we will try 
to give as much quality care with the dollars that we’re given. So 
we’re always fighting that tension of treating additional veterans, 
who would not get care if not for VA, and treating as many pa- 
tients as we can without wasting any dollars. So there’s always 
that tension. 

Mr. Stearns. Part of my question is, obviously if you don’t think 
there’s a problem, you’re not going to do anything. But if you think 
there’s a problem, then the question is what do you propose to do 
to solve it? I really haven’t felt that you think there’s a problem 
and ^at you are really clearly going to map out a program to solve 
it with alacrity. That’s just what’s coming across to me. Now, I 
don’t know if you want to correct that impression or not. 

Garthwaite. No, I think in my oral testimony I hit on sev- 
eral specific issues that I think we i^l do to try to address some 
of the concerns that have been raised in other testimony. 

Mr. Stearns. Okay. Dr. Fitzgerald, your VISN I understand is 
up in Boston, the New England area? 

Dr. Fitzgerald. Yes, sir. 

Mr. Stearns. VA’s capacity report indicates that in your VISN 
the number of patients seen for serious mental illnesses, substance 
abuse, and FTSD are all declining substantially. Now, I just heard 
that the demand in this area is increasing. How do you explain 
that? In the area of mental health, the VA’s capacity reports shows 
that your VISN workload actually is decliniM substantially — not 
just, incrementally. A substantim decline. How do you explain 
that? \^at specific plan for providing mental health services do 
you have? How do you explain the statistics? 

Dr. Fitzgerald. With the chronic mentally ill volume that we’re 
seeing, I would look at those statistics very carefully. I believe that 
in the area of substance abuse, for the first two quarters of 1998, 
there was a decrease in the number of patients seen in the ambula- 
tory environment. But other than that, I'm not aware of a signifi- 
cant decrease in the area of chronic mental illness. 

l^at we have devised in VISN 1 to handle the mentally ill serv- 
ices — we’ve developed a VISN-wide council on mental health. We 
have developed special programs and actually have an over-capac- 
ity in terms of inpatient beds versus the rest of the Nation. We 
have over 550 beas in mental illness; some 235 of them are for 
chronic mental illness. We have in addition to that. 111 beds in 
outpatient PTSD rehabilitation and residential care for the home- 
less veterans who are, as you know, in large part have dual diag- 
nosis. Our team is leading the way in now we deliver mental 
health services across the ^SN. So I think that our capacity has 
been maintained according to the information except in Ihe area of 
substance abuse. We are looking into that as to the reason to first 
of all validate whether that reason is true. Second of all to look at 
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the root causes of that difference and we will be moving to correct 
that as appropriate. 

Mr. Stearns. Dr. Garthwaite, you heard earlier in the first panel 
when we asked them about the manapment practices and the data 
from VISN to VISN. It was implied that tne regional inconsist- 
encies between the VISNs dealing with the specim disability pro- 
grams exist. How do you react to that concern that we have now 
had experts saying ^at from VISN to VISN the consistency is not 
there. Are you concerned about that? How do you reconcile this in- 
consistency with a system whose funding is based upon the prin- 
ciple of equity of access? 

Dr. Garthwaite. I think we’re very much concerned with any in- 
consistency that’s unexplainable. We’re interested in the expla- 
nations and whether they’re reeisonable or not. So the answer is 
yes, we’re very concerned. We're looking at variability in many pro- 
grams across networks moving from a single system to a network 
system, which has allowed us the opportunity to explore those dif- 
ferences and care patterns. We’re pleased to work with people in 
our mental heal^ programs and with our committees to explore 
why those exist and what significance they might have. 

Mr. Stearns. Dr. Gross, anything you might want to add to some 
of the questions I’ve asked? 

Dr. Gross. Yes, sir. I think as an individual in the field with per- 
^ctives as a manner of this healthcare system in Virginia, North 
Carolina, and West Virginia, I have a need for data. I wd that the 
decisions I need to make and that the service line managers need 
for ^eir specialized programs — are better databases. So I certainly 
will be working as nest I can to support that. Because as I re- 
viewed the wntten testimony of the organizations before I ar- 
rived — the GAO, PVA, et cetera, there’s a wide variability in the 
numbers for the same issue. My numbers are different from theirs. 
So ^at’s one problem that I think I need resolved. 

The other, as I look at the capacity issue, in my network — and 
I’ll use spinal cord as an example. As long as I can see all the pa- 
tients that want to receive spmal cord services in my network, I 
feel that I’ve maintained the capacity. In my network, to the best 
of my knowledge, that is true. It is not ^uated to the number of 
beds, or the stan, or the dollars which is something that, it ap- 
pears, is the meeisurement of capacity. So I would nope that we 
would teike a look at access and quality. Because quality is there, 
the access is there in my network, and cost of course we have to 
monitor. 

Mr. Stearns. Thank you. Mr. Bilirakis. 

Mr. Bilirakis. Thank you very much, Mr. Chairman. Dr. 
Garthwaite, I’m going to take a few seconds just as a reminder and 
then I’ll go maybe into some questions, but not in connection with 
this reminder, if you will. You’re smiling, so you probably have a 
pretty good idea of what I’m going to say. 

Several months ago, you sat m on a meeting that I had with 
D^uty Secretary Goner. 

Dr. Garthwaite. Correct. 

Mr. Bilirakis. To discuss the Tampa SCI construction project. At 
that meeting. Secretary Gober — and if you disagree with this com- 
ment, you certainly can teU me so — but at that meeting. Secretary 
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Gober gave me his personal assurances that the Department would 
include funding for the SCI center in its Fiscal Year 2000 budget. 
Now I know that the Department is in the process of compiling ^s 
budget; I’m just reminding you. 

All right, let me ask tou, sir. You’re not under oath. You’re an 
honorame man. I know wis committee has had a lot to do with you 
and I don’t think any of us have any ill feelinm towards you or any 
of your good people. I’ve always thou^t frankly that veterans 
he^thcare services are a pretty dam goM services. Sure there are 
problems there. God knows in even hospital in the land there are. 

is not to excuse now some of these things that we’ve talked 
about, not trying to whitewash us. But can you tell this committee 
that, as far as you know, even though the specialized services are 
the most expensive and even though they are the most vulnerable 
to cuts to the budgetary constraints, lhat there has not been any 
directive from on mgh or any directive from any of the directors of 
the VISNs to basic^y curt^, or to cut any of those as a result 
of the fact that they are much more expensive. 

Dr. GarTHWATTE. To the contrsuv, it was clearly the message 
from on if you will, doesn’t feel that way most daw. But from 
headquarters, it is very clear that we’re not to diminish our capac- 
ity to treat veterans. In preparing for this testimonv, I reviewed 
that with the two network directors that are sitting here who can 
remember their first day on the job hearing that from Secretary 
Brown. It’s been a consistent message that we’ve put forward. 

Mr. Bilirakis. Well, but things apparently have happened. We’ve 
had testimony here. Some of the veterans’ service organizations 
will be testif^g. PVA has conducted their own surveys, and we 
can get into that if we have time. So, you know, there has been ap- 
parentlv an impression at least, if not aiiything else, of the curtail- 
ing of those services and not having lived up to the directive in the 
1996 Act. Of course, we don’t have the centralization to the point 
that we had previouslv. Isn’t that correct? Could that be a problem? 

Dr. Garthwaitb. Ves, certainly the chanps with decentraliza- 
tion could be a problem. But I thmk if you look overall at patient 
satisfoction, survival, morbidity, mortality, and surgery, the num- 
ber of patients treats, preventive health measures, and so forth. 
Most measure are on a good trend. What we have to do is dissect 
out whe&er there have been specific instances and specific spe- 
cialty programs where we failed to meet our expectations. 

Mr. BILIRAKIS. You indicated — I think it was vou during your tes- 
timony — that you have sat down with PVA and spent an awful lot 
of time wi^ that pairticular organization. 

Dr. Garthwaite. All of them. 

Mr. Bilirakis. All right, but the veterans groups have told us — 
and they’U testify to ^s — that they’ve taken tneir own counts, 
l^ose counts do not square with basically the data that’s been fur- 
nished by the VA. Have you discussed mat in your conversations 
with &e PVA? 

Dr. Garthwaite. We've had some discussions. We clearly need to 
have more discussions about the specific data issues. Because data 
is very definitional. There’s a lot of difference between an operating 
bed and a staffed bed. We st^ based on current demand. It’s a 
very complex and hai^-to-do process. I would say that’s where we 
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fail, that’s often a place we fail. I think that’s true in every hospital 
I’ve ever worked in. As they^re getting the ri^t staff for the right 
number of patients on any given day is a very difficult process. Be- 
cause people don’t sick on cue and there are a lot of other factors 
about our employees that relate to that. So I would just say that 
staffing is exceptionally challenging in any medical facility hav- 

flr. BilirakIS. I complimented the chairman for calling this 
hearing initially because there are perceived problems out there. 
Perception sometimes can be even stronger ^an fact. I frankly 
t.Winlc there are probably some factual prohlems out there. I think 
you ^ would admit that. 

Dr. Garthwaite. I’d agree to that. 

Mr. BILIRAKIS. PVA has recommended that the maintenance of 
capacity for our specialized services be made a part of performance 
measures for management personnel — from the level of the VISN 
Director on down. Do you agree with them? 

Dr. Garthwaite. We’re working on tiying to get valid measures 
that we can use for ^at purpose. We^d like to put together an 
index similar to our prevention index for chronic care and disease 
that reflects our overall performance in those areas. 

Mr. Bilirakis. In those ^lrea8 — so you do agree with them? 

Dr, Garthwaite. Correct. Yes, not a problem. 

Mr. Bilirakis. Have you implemented any safeguards to ensure 
that specialized services are m aintain ed since the 1996 Act? We 
don’t have decentralization anymore and you're talking about more 
expensive services here. Human nature might dictate that a Direc- 
tor might say “Hey, 111 borrow a little bit from here in order to 
t^e care of this.” Knowing all that, have you implemented any 
safeguards to keep that from happening? 

Dr. Garthwaite. Yes, I believe we nave. We certainly made it 
high priority to the network directors. They can testify as to oim 
consistent admonishments to them at various meeting. In addi- 
tion, we’ve continu^ to maintain centralized control of prosthetics 
funding simply because we don’t believe that we have adequate 
tracking mechWsms yet. ^^en we get those we might reconsider 
that, but we think that’s a key piece. We’ve put a lot of money into 
the monitorij^ of mental healu programs. We have like 80 FTE 
in the OTPEC (northeast evaluation program evaluation center). 
We have, as I mentioned in my oral testimony, moved forward to 
understand the quality of care we’re giving in mental health. Our 
quality e^ancement research initiative which is a m^or new ini- 
uative to put data behind these decisions and to make sure we can 
assure you, our patients and veterans’ service organizations that 
we’re giving the b^t care possible. I’m sure there are more that I 
can give you for the record. 

Mr. Bilirakis. Well, all right, Mr. Chairman, my time is up. I 
guess, you know, I get concerned we talk about data. Only 25 per- 
cent of the investigation by the GAO has been completed. It seems 
like we can do better than just — not that the data is not signifi- 
cant, Dr. Gross, you’re right, but it seems like we could really do 
a heck of a lot better then just depend on data and that sort of 
friing. 

Dr. Gross. Talk to the veterans. 
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Mr. Bilirakis. I think that’s basically 

Mr. Stearns. Mr. Miller. 

Mr. Bilirakis. Thank you, sir. 

Mr. Stearns. Yes. Ms. Brown. 

Ms. Brown. Yes, before I get into my couple of questions. Will 
someone just take a minute — one of the three — and explain to me 
the Veterans Integrated Service Networks. Just explain to me how 
Uiat’s working. 

Dr. Gross. Yes, ma’eim. Veterans InteCTated Service Networks — 
there are 22 of these. They are regionaUy based and were estab- 
lished according to iiie patient referral patterns. In my network, 
like I said, I have Virginia, North Carolina, and Beckley, West Vir- 
ginia. So these are essentially regions that have been cEirved up 
and the authority and responsibility has been decentralized to the 
directors of these respective networks or VISNs. 

Dr. Garthwaite. I’d just add one amplification of that from a 
cential perspective. That is, that we \isea to be hospitals that com- 
peted with each other for funding and services and so forth. The 
goal has been to think of ourselves, not as a collection of hospitals, 
but as entities that are responsible for a population of people and 
^eir overall care. I think it’s had a profoundly positive enect on 
the coordination of care within a geographic area. 

Ms. Brown. Yes, and my understanding, yes, you do have 22 and 
only 1 African-American. 

Dr. Gross, nice meeting you. 

Dr. Gross. Two. 

Ms. Brown. Two? 

Dr, Garthwaite. We recently hired a Mr. Danridge, yes. 

Ms. Brown. Yes. You have two now? 

Dr. Garthwaite. Yes, correct. 

Me. Brown. How many women? 

Dr. Gross. I think there’s six. 

Dr. Garthwaite. Let me count them out. 

Ms. Brown. tLaughter.l Okay. 

Dr. Fitzgerald, f think we have four. 

Dr. Garthwaite. More than that, I think. I’ll have it in a 
minute. 

Ms. Brown. Well, we’re working on the problem. (Laughter.) 

Let me go to my question. VA has a variety of performance meas- 
ures that's supposed to ensure that these network directors make 
certain things nappen for the VA. Directors are rewarded for re- 
cruiting new veterans, patients, for shifting care from inpatient to 
outpatient settings, and for saving money. How can we ensure that 
these programs are working for the veterans and that we have high 
standards? Is there sometl^g in the performance contracts to tms 
effect? If not, how can we put it in the contract to these different 
providers? 

Dr. Gross. Yes, as part of the establishment of the networks, we 
started initially — and have even expanded what we call perform- 
ance measures. There are like 24 of these measures. They are veiy 
numerous. We have quarterly report cards, if you will, ot how well 
we’re doing. Some of these are s^tch goals. Some are v^y difficult 
to atiain. It spans the spectrum fi^m MCCF or collecting money 
from third-pai^ billers to ensuring that we have clinical practice 
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guidelines, et cetera. So they’re broad in scope and they’re reviewed 
annually. So we’re held accountable for that. So my report card, my 
assessment, is based on how well I do. There are other measures 
that Dr. Garthwaite also even adds as objectives. Now, tiiese are 
objective measures, but there’s some subje^ve components that he 
may be able to address. 

Dr. Garthwaite. Yes. I would just add that initially what data 
was available to push performance and what some of the major 
issues facing VA were related, in p^, to structure and to provid- 
ing care for inpatient versus outpatient. We’re evolving away from 
those measures and evolving to outcome measxires for patient’s 
health. I think that’s really the essence of your question. We want 
everyone in the whole system to be focused on improving outcomes 
for patients. So that’s really the goal the performance measures. 

Ms. Brown. My next question pertains to VA is going through 
downsizing of the institutions. You know, we had that in this coun- 
tty in the 1970's and ISSO’s. The homeless, in my opinion, is the 
result of it. What kind off assurances do we have that VA, as they 
go throu^ this, are not going to repeat those same mistshes? Dr. 
rHtzgerald? 

Dr. Fitzgerald. We have initiated, nationally, four pilot studies, 
one of which is in New England. Essentially, what it is is a home- 
less program where the VA and its resources reach out to the com- 
mumty and its resources so that we avoid duplication. We come to- 
gether in a cooperative manner across the entire network. This has 
resulted in a 15 percent increase in the identification of homeless 
veterans within New England in the short 12-to- 15-month period 
that this has been in operation. We’re continuing this with the ap- 
pointment, not only of a network coordinator of the homeless pro- 
pam, but also local coordinators at each one of the facilities. 
Homelessness is as different in Maine as it is in Boston. I mean, 
it’s a very, ve^ different problem depending upon the different 
areas. It reqmres a local approach, using locm community re- 
sources. Thars what we’re attempting to do. So far in the 12 to 15 
months, it’s been working. It’s been vei^ successful. 

Ms. Brown. Thank you. 'Thank you, Mr. Chainnan. 

Mr. Stearns. I thank the gentlelady. Dr. Cooksey? 

OPENING STATEMENT OF HON. JOHN COOKSEY 

Mr. Cooksey. Well, it’s good to see you again. Dr. Gsirthwaite, 
Dr. Fitzgerald, and Dr. Gross. I’m always glad to have physicians 
here. I’m encouraged and feel very go<M to know that there are 
areas of expertise that the veterans’ hospitals have that other hos- 
pitals don’t have, particularly in spinal cord usuries. It’s obvious 
that the reason that you do have that expertise. I think there’s 
some other areas. We have a VA hospital in my district that is 
really a well-run hospital. I would make an overall comment. 

I think this patient protection legislation that is on the front 
buroer — on everybody’s mind now — ^is there’s some need for a lot 
of it is politics driven by the election coming up in November, and 
does not really address the overall problems, but that we’re work- 
ing on them. But we really need to Be thinking in terms of moving 
to a sj^tem where we can go to areas that, where here’s tiie top 
expertise on spinal cord injuries, for example, and put enormous re- 
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sources in there. If it’s in the VA hospital, that’s where it should 
go. I, personally, have a heavy bias toward veterans, being a vet- 
eran. I feel that veterans that have war iiyuries, or training inju- 
ries, should have unlimited resources for &eir iqjuries and long- 
term care. But there is some duplication in this country, not so 
much in the veterans’ hospitals, but in a lot of other hospitals and 
probably to some extent there. But we still need to think in terms 
of an overall restructuring. I want the veterans’ hospitals to be big 
players in this. I want the veterans to benefit from some restruc- 
turing. We ultimately need to move to a more of a system that is 
a market-driven system for the non-Medicare patients. Then we 
won’t be worried about patient protection. But always on the front 
burner for me will be the veterans that have some injury that they 
got in combat. 

I, quite frankly, am not as sympathetic. We, in my congressional 
office, 35 percent of our constituent services is for veterans, and 36 

r srcent is for social security. All of which are related to disability. 

just feel that there are too many people that are looking for dis- 
ability that did not get their disability as a result of a war injury. 
They got it as a result of falling off &e back of a pickup truck at 
Fort Pope in Louisiana. It bothers me when I see people that really 
got war injuries that don’t get what I tbinV are adequate resources. 
So I really think we need to start thinking in those terms. You do 
a good job eind I want to assure you that you will have support 
from those of us on this committee, and me on this committee. But 
we still need to look at the big picture. Thank you. 

Dr. Garthwaitb. Thank you, Mr. Chairman. 

Mr. Stearns. We’ll take the next panel. I thank 3 rou folks for 
coming here. I know how busy you are, too. I appreciate your time 
very much. 

Panel three is Mr. Gordon Mansfield, Executive Director of Para- 
ded Veterans of America; Mr. Thomeis Miller, again, Elxecutive 
Director of Blinded Veterans Association; Ms. JacqueUne Garrick, 
Deputy Director, National Veterans Affairs and Rehabilitation of 
the American Legion; Mr. Richard A. Wannemacher, Jr., Associa- 
tion National Legislative Director, Disabled American Veterans; 
and Mr. William Warfield, Deputy Director of Government Rela- 
tions, Vietnam Veterans of Series. It’s a honor for the sub- 
committee to have you here this morning. Appreciate your taking 
the time. We look forward to heeiring your testimony. We’ll start 
with Mr. Gordon Mansfield, Executive Director of Paralyzed Veter- 
ans of America. 
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STATEMENTS OF GORDON MANSFIELD, EXECUTIVE DIREC- 
TOR, PARALYZED VETERANS OF AMERICA; THOMAS H. MIL- 
LER, AGAIN, EXECUTIVE DIRECTOR, BLINDED VETERANS AS- 
SOCIATION; JACQUELINE GARRICK, DEPUTY DIRECTOR, NA- 
TIONAL VETERANS AFFAIRS AND REHABILITATION, THE 
AMERICAN LEGION; RICHARD A. WANNEMACHER, JR, ASSO- 
CIATE NATIONAL LEGISLATIVE DIRECTOR DISABLED AMER- 
ICAN VETERANS: AND WILLIAM WARFIELD, DEPUTY DIREC- 
TOR OF GOVERNMENT RELATIONS, VIETNAM VETERANS OF 
AMERICA 


STATEMENT OF GORDON MANSFIELD 

Mr. Mansfield. Thank you, Mr. Chairman. We’re still getting 
arranged down here. 

Mr. Stearns. That’s okay. Take 3 rour time. 

Mr. Mansfield. Mr. Chairman, first of all, I’d like to introduce 
myself. I am Gordon Mansfield, Executive Director of Paralyzed 
Veterans of America. I’d like to request that my full statement be 
submitted for the record. 

Mr. Stearns. Without objection, so ordered. 

Mr. Mansfield. In light of what we’ve heard here, I’d like to 
meike some selected comments based on the testimony that’s been 
presented. 

First of all, I want to say that the people involved here from the 
Department of Veterans Affairs — Dr. Garthwaite; VISN Directors — 
Dr. Gross and Dr. Fitzrorald; and Dr. Margaret Hammond who’s 
in charge of SCI; other^SN Directors, and others in this system 
are good people. They’re caring people. I think they want to work 
to t^e care of veterans. But wnat’s been going on here is a health 
care system where we’ve had massive change. In the process of 
that change, I believe that what we’re seeing is that the manage- 
ment of the VA is attempting to track the civilian managed care 
HMO models. In my mina that means that they are looking at dol- 
lars, dollars, dollars, and dollars. They ought to be looking at pa- 
tients, patients, patients. They ou^t to be looking at veterans, vet- 
erans, veterans. 

We’re in a situation now where the last time I heard Dr. Kizer 
speak, he indicated that 25,000 beds are gone— closed, out of the 
system. In addition to that, we have limited resources. The con- 
gressional appropriation has been set at a certain level. I’ll just slip 
by a reminder that we recently had a deal with some highway rob- 
bery down here where veterans benefits were cut to pay for road 
construction. Next there are management issues. We now have a 
situation where we have 22 VISN Directors. To some degree I 
tUnk we’ve got a situation with the decentralization of the system, 
that those 22 separate VISN Directors believe that they can do 
whatever they want to do in their own VISN. This is a concern for 
spinal cord iiyury programs because we view, as I believe the doc- 
tor indicated, spinm cord iiyury in the VA as the only national spi- 
nal cord injury care program. Also it’s the only care program that 
covers ceire from onset of injury all the way through long-term care. 
It’s the only national program that does that. 

We’re concerned also as it’s been indicated here by both the VA 
and the GAO, about the VA’s ability to count, to know what its ca- 
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pacity is. I will tell you that the SCI system has been in the VA 
for more than 30 years. There are 22 centers. Patients are sup- 

E osed to be kept trade of at these centers. PVA put at least $.5 mu- 
on of our own fimc^ into implementine an SCI Remstry of Pa- 
tients. But apart from our efforts I bet me VA would not be able 
to tell you how many SCI patients they have. 

Ano^er area of concern deds with what’s going on with decen- 
tralization and with the changeover to an area that Mr. Bilirakis 
referred to, construction. 

There are two things going on there. One is construction that’s 
now being handled at me local level under minor construction 
rules, regulations. We find the VA is going forward without any 
compliance with accessibility r^ulations or other reouirements of 
construction law. In addition to that, as indicated in Mr. Bilirakis' 
concern about the new Tampa SCI Center, which PVA shares and 
has shared for 18 years, there’s a lack of construction of new SCI 
facilities. This leads you to wonder where the future of the system 
is going to be if they’re not going to take care of the needs that 
have been expressed and as the membe^resented. 

Then we come to what, I believe and FVa believes, is the biggest 
concern that we have, which is staffing. In all this chaise — and 
getting rid of 25,000 b^ and other changes going on — we &d that 
the biggest problem we have in the SCI centers, and in other places 
that eire taking care of SCI patients — SCI or special cord drofunc- 
tion — is staffing. It’s one of these cat chasing its tail deals. Because 
if you ask the VA what the problem is, theyll tell you the reason 
steiffing is down is because patients are down. We do not believe 
that is true. The reason staffing is down is because they don’t have 
the resources. People are paymg attention to the dollars rather 
than the needed ceire. Th^re making decisions based on dollars 
and resource allocation, rather than the patient needs. 

When j^ou get into a situation where, as we’ve indicated in our 
testimony, you have 80 beds but you can only staff 60 of them, then 
the medical professionals have got to make a decision ethically that 
they won’t put the next person in that bed. So it’s a staffing ques- 
tion related to resources. 

Then I think you folks here in Cong^ss have got a problem. Be- 
cause if you pass a law for VA to maintoin it specialized services 
capacity, I think you ou^t to expect that it would be followed. 
We’re saying that the law and capacity have not been follow^ and 
maintained. Examples of our concern include vets bein^ moved out 
to community nursing homes and then coming back with pressure 
sores. We’re saying ^t’s something new that’s happened in the 
last few years across the system. 

We’re seeing vets not being transferred to SCI centers from other 
VAMCs because the people at that other VAMC want to keep the 
dollars with that patient there. We’re also seeing patients not Being 
treated responsibly in a medical sense because of the lack of staff- 
ing — people not being bathed; people missing meals; people missing 
appointments; people not being t^en care of the way tney should. 

The solutions, we believe, are to provide the dollars as needed. 
We think that we need a centralized management responsibility for 
nationeil programs. We think the VA ne^ to get accurate data. 
We have to understand, again, that the reason we have a VA is to 
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take care of the specialized needs of veteran patients. I see the red 
light, Mr. Chairman, and FU await further questionB. 

Mr. Stearns. Let’s go from left to right. Ms. Garrick. 

[The prepared statement of Mr. M£insfield, with attachments, ap- 
pears on p. 99.] 

STATEMENT OF JACQUELINE GARRICK 

Ms. Garrick. Jacqueline Garrick from the American Legion. 

Mr. Stearns. Okay. 

Ms. Garrick. Mr. Chairman and members of the committee, 
good morning. 

Mr. Stearns. Good morning. 

Ms. Garrick. The American Legion is grateful for the oppor- 
tunity to comment on the Department of Veterans Affairs report on 
maintaining capacity to provide for the specialized treatment and 
rehabilitative needs of disabled veterans since The American Le- 
gion does have several concerns. 

Public Law 104-262, section 104 memdates VA to protect its ca- 
pacity to meet the specialized treatment and rehabilitative needs 
of disabled veterans within existing appropriations. The law is 
aimed at maintaining capacity in a manner that provides access to 
care for spinal cord dysfunction, blindness, TBI, eunputations, seri- 
ously mentally ill, including substance abuse, homelessness, and 
PTSD. However, the Balanced Budget Agreement requires VA to 
meet this challenge with no significant increase to its buying 
power. 

The American Lemon questions VA’s ability to do more with less 
in &ese highly technical and complicated treatment arenas. The 
American Legion commends Congress for its foresight to ensure 
that the scc^ and quality of these spmalized programs eire main- 
tained. VA IB often the o^y local provider, and is the unparalleled 
national leader in providing these services. Monitoring these pro- 
grams is particularly important in li|^t of VA’s challenge to main- 
tain capacity with a bud^t that will not keep up with medical in- 
flation. It is hoped that, by monitoring these programs, any prob- 
lematic circumstances such as inaccessibility can be identified, and 
corrected by VA. 

The challenge to maintain capacity begins in defining capacity 
and how to effectively measure it. I^liminary monitors have in- 
cluded the number of unique individuals treated and dollars ex- 
pended with consideration being given to bed levels and FTE. 
Iliere is consensus that outcome measures should be used in deter- 
mining the capacity in the future. While The American Legion con- 
curs with the importance of outcome meiksures in assessing capac- 
ity, it also believes there is merit in continuing to monitor within 
the current parameters. The American Legion recommends mesis- 
uring capacity by evaluating r^ources expended with patients 
treated, and ^en documenting outcome. According to VA’s report, 
capacity as measured by the number of unique individuals served 
nation^y in the programs has been maintained. Capacity, as 
measured by resource expended, has dropped in some cases. While 
the American Legion recognizes VA’s ongoing commitment to these 
programs, there have been gaps in maintaining capacity. 



35 


In two networks — 8, headquartered in Bay Pines, FL, and 18, 
headqueirtered in Phoenix, AZ — there are no long-term mental 
health services available at all. The American Legion views this as 
an inequitable distribution of ca^cily, in spite of the overall na- 
tional average being maintained. This does not seem to be a lomcal 
conclusion, nor does it seem to be in keeping with the spirit of the 
law. 

The American Legion is also concerned with the definition of ac- 
cess used by VA as being limited to timeliness. The American Le- 
gion VA Lc^ User Evaluation workbook — or VA.L.U.E. book, as 
we call it — defines access by “the key characteristics of market pen- 
etration broken down into both medical groups under VERA, as 
well as by &e seven priority groups and the quantifiable measures 
aimed at providing the most accurate picture of the availability of 
healthcare services, such as timeliness of appointments and avail- 
ability of diagnostic services.” If VA only measures timeliness, it 
does not get a ^11 perspective of veterans’ access to VA’s special- 
ized programs. 

The main criticism of this year’s capacity report to Congress is 
the unreliability of the data. Both advisory committees and the 
Paralyzed Veterans of America have noticed serious shortcomings 
with the data collection. Obviously VA’s efforts to monitor these 
specialized services are contingent upon its ability to gamer accu- 
rate data. In our written statement. The American Legion outlines 
in detafi discrepancies in data found during a February 1998 site 
visit to Cleveland, OH and the response to that report imm the 
network director. This experience, also, leads us to question the 
final report. 

The American Legion sits on the VA’s Consumer Council for the 
Committee on the Care of the Severely, Chronically Mentally 111 
Veterans. It weis involved in the development of a second annual 
report to the Under Secretary for He£dtn in February. The Amer- 
ican Legion praises the SMI committee for all its work on behalf 
of veterans with disabling psychiatric disorders, and refers Con- 
gress to its comments on capacity. In addition, the SMI committee 
report also included the fiscal year 1997 report from Dr. Robert 
Rosenheck on the mental health performance monitoring system. 
The American Legion finds this to be a significant reporting mecha- 
nism and has referred to it several times when conducting its own 
site visits. A ment^ health report card is a valuable tool in assess- 
ing quality of care which is a crucial element in assessing capacity. 
Capacity becomes meaningless without incorporating quality and 
patient satisfaction. 

In sum, the American Legion finds the VA report on maintaining 
capacity to be flawed in its mefliodologies and conclusions. It is in- 
complete since it is unable to report on outcomes. Capacity cannot 
be aefined without understanding quality. The American Legion 
lu^es VA to utilize the e^^rtise it has within its own resources 
like the National Center for PTSD and develop appropriate out- 
come measures. These measures should be instituted m conjimc- 
ture with existing input measures and not replace them. Yet, the 
overarchhig concern for capacity begins with me Balanced Budget 
Agreement, and VA’s ability to continue to provide specialized care 
to all veterans who will need it in the 21st century. 
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Mr. Chairman, that concludes this statement and I will be happy 
to answer questions. 

Mr. Stearns. Thank you. Mr. Wannemacher. 

[The prepared statement of Ms. Garrick appears on p. 125.] 

STAIEMENT OF RICHARD WANNEMACHER 

Mr. Wannemacher. Good afternoon — or good morning, I guess. 
Thank you very much for allowing us to present — I brought Mr. 
Jerry Stillman to the table with us because he heads up and su^r* 
vises 195 different hospital service offices throughout the Nation. 
He may have some insight althou^ he’s not here for testimony. 

I’m pleased on behalf of the Disabled American Veterans, our 
over 1 million members of the men and women who served this 
country and became disabled. The DAV, AMVETS, Paralyzed Vet- 
erans of America, and Veterans of Foreign Wars, as you know, 
have joined together for 12 consecutive years to present the inde- 
pendent budget. In the independent budget, we’ve addressed under 
the medical care section, specialized services. Some specialized 
services are special because of the population they serve, while oth- 
ers are special under section 1706 of 38 United States Code. Be- 
cause our four organizations work closely together each year, we 
have agreed to limit our testimony today to specific areas which 
we’re most familiar. You’ve already heard from Paralyzed Veterans 
of America and their insight as to the problems in the SCI units. 

The DAV has been honored with the opportunity to serve on both 
the Advisory Committee on Prosthetics and Specim Disabilities and 
on the Consumer Coimcil for the Committee on the Care for the Se- 
verely Mentally 111. In the past, prosthetics funding has been cen- 
trally based as you heard earlier. As you’ve heard 1^. Miller men- 
tion, this centralized funding base is Mlowing for an increase in the 
delayed orders. The delayed orders have increased since 1996 when 
section 1706 38 U.S.C. was enacted. The increase in delays are un- 
acceptable. 

We’re also concerned that with the flat-line appropriation, staff- 
ing shortages within prosthetics and sensory aid services are con- 
tributing to the increase in. Additionally, funding shortages do not 
allow for local site visitation, staff training, and monitoring of serv- 
ices delivered. Internal pressures are being placed on clinicians and 
managers who provide prosthetic sensory aids and the delayed 
prosthetic order report is unacceptable. 

Mr. Chairmzm, this dilemma cannot be allowed to continue. Vet- 
erans whose orders are delayed and those who cannot timely obtain 
artificial limbs, supplies and devices, wheelchairs, eyeglasses, hear- 
ing aids — are being further delayed in their rehabilitotion and re- 
turn to gainfiol and competitive emplo:^ent. In an attempt to fill 
vacant prosthetic service personnel positions, local VA medical cen- 
ters are transferring other personnel within facilities who are un- 
trained and unable to fulfill VA’s co mmitm ent to these men and 
women who rely on VA healthcare to improve their functional abili- 
ties. We recommend that VHA centrally retain sufficient prosthet- 
ics and sensory aids funds and allocate those funds— or excess 
funds — ^to other VISNs in order to insure that there are no delayed 
orders. 
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VHA also must add at least three full-time equivalents in the 
strategic healthcare group on prosthetics and sensory aids at VA 
headquarters. VHA clinicians must be allowed to prescrite pros- 
thetic devices and sensory aids based on medical need and not on 
cost. VISN Directors must ensure that prostiietics and sensory aids 
departments are fully staffed by appropriately trained teams and 
directors. Under seriously mentally ill, and as a member of the 
Consumer Advisory Committee, the full committee presented its 
first report in September 1997, making 17 recommendations. 

As part of tiiis most timely hearing, just want to note a few here 
this morning. The Committee was asked to review the proposed 
bed program closures and policy proposals and reinvestment of sav- 
ings in providing a continuum of care for the seriously mentally ill. 
The Committee utilized data fi^m the Northeast Program Evalua- 
tion Center, NPEC. The Committee has publicized successful con- 
sumer programs, both at VA and non-VA. They also asked for l^e 
promotion of anti-stigma training related to mental illness for VA 
medical centers to include personnel from areas other than mental 
health programs. They also asked for the reviewed policy such as 
pharmacy protocols and confidentiality guidelines that wect per- 
sons with mental illness. They also ask to have an i^ut into the 
development of measures of customer satisfaction. Tney want to 
have mental health measures within the VISN Directors’ perform- 
ance evaluations. The Committee cares for veteran ment^ he^th 
consumer council formation at every VA facility as well as at VISN 
level. They also want to help develop a nationwide network of 
VISNs of mental health consumer coxmcils. 

Many of these questions were asked last year and accomplished. 
But there are a few were not accomplished. In the second report, 
the Committee continued to ask that VHA staff CBOCs with men- 
tal healthcare providers who can meet the special healthcare needs 
of this specialized service population. They also ask that the Under 
Secre^uy authorize a survey of clinical management at all psy- 
chiatric facilities that have been consolidated wiffiin the last 3 
years in order to determine where that money has been spent. Has 
it gone to mental health? Has it gone to outyatient services? Where 
has it gone? They also ask that each VISN prepare a brief adden- 
dum to their business plan that addresses their achievements and 
transformation in implementing mental health services. 

The DAV and other service organizations feel that the Medica- 
tion Formulary is part of access and capacity. As you well know, 
we asked for a moratorium on the Formulary and a study of its im- 
plementation. We’re continuing to ask that that the study address 
questions such as quality devices are being given to persons with 
specialized disabiliW needs. Are catheters going to leak on a vet- 
eran whow conned to a wheelchair. Is the wheelchair going to be 
delivered in a timely manner. That’s something the veterana orga- 
nizations are asking that someone address and look into. 

You also heard today there are many new problems with delivery 
of specialized services. We’re askmg that tius committee continue 
to miforce 1706 and not allow the Veterans’ Administration to di- 
minish services to specialized veterans. Thank you. 

[The prepared stotement of Mr. Wannemacher appears on p. 
129.1 
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Mr. Stearns. We have a vote here. We have several things we 
could do. If you folks would be willing to wait until we’ve come 
back. Another possibility is that Mr. Miller and Mr. Warfield could 
put their opening statements as part of the record and perhaps 
give an abridged version in the next couple of minutes; we could 
let each of you have your opening statement. I Ihink fi-om what I 
see the opening statements are pretty powerful and compelling in 
themselves. I’m sort of receptive to what you want to do. We have 
a vote which would be 15 minutes. Then we have another vote 
after that which would be anywhere fimm 10 to 15 for those two. 
So you’re lookhig at 30 minutes before we would reconvene. Now 
we could a<^oum ^s and come back at 1 o’clock,. I’m very recep- 
tive. I would say 

Mr. Mansfield. Mr. Chairman, after a quick review here at the 
table I think the two folks that haven’t testified have the bigger 
vote. We’d like to come back. 

Mr. Stearns. Okay. This is a little bit — I think the testimony is 
just so compelling— it’s a little imusual, but I would like Dr. 
Garthwaite to perhaps stay to listen to this testimony. If in fact he 
still feels that this is a problem, Pd like to know what he’s going 
to do about it. Because I think this is, the bottomline is, you’re giv- 
ing these compelling eirguments. We want to hear from him how 
he feels and what he’s going to do because then Congress obviously 
has an obligation after hearing this to do something. I mean, thats 
my take on this. So I think if that’s what we’ll do, then would you 
rather wait and get your full opening statements after we come 
back. TTien perhaps why don’t we do this so eveiybody can get 
some lunch and we can all get things done. We’ll be a half-hour 
voting and then we’ll take some lunch. Why don’t we reconvene 
then at 1 o’clock and continue? Will that be satisfactory? 

Mr. Mansfield. ’Thank you, Mr. Chairman. 

Mr. Stearns. Okay. Thanks. 

[R0C0B8 ) 

Mr. Stearns. Perfect. I want to thank the third panel for con- 
tinuing to stay wi& us. I appreciate their indulgence and we wel- 
come continuation of the t^timony. At this pomt, Mr. Warfield, 
your opening statement. 

STATEMENT OF WILLIAM WARFIELD 

Mr. Warfield. Thank you, Mr. Chairman. I apOTeciate your 
patience for allowing us to appear. My name is Bill Warfield. I’m 
here to represent Vietnam veterans of America. I will try not to 
be redundmit emd duplicative of the excellent testimony you’ve 
heard today from my colleagues. I’m honored to be up here with 
them. We work in these trenches together day in, day out on behalf 
of veterans. 

On the data testimony, I strongly support and conclude that 
there are problems wi^ ^s data. Maneigement systems — I think 
there eu-e deficiencies there. I agree with my colleagues. There are 
a couple of other things that I’d like to mention in my statement. 
Our moral and legal responsibilities are now and always should be 
to provide the hipest and best standards of care in treatment for 
veterans who gave so much in defense of America. 'That obligation 
must not be eUminated nor shirked by those who make our laws 
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at the Federal level and those whose duty it is to enforce those 
laws. 

A strong perception and reality has surrounded this government 
like a deadly fog as part of the general lowering of government’s 
priorities and ranking of care and concern about our veterans. This 
sad decline became a reality when the m^ority of the Congress and 
the President this year took scarce budgetary resources firom VA — 
estimated to be $16 billion for payment of dmabled veterans, wid- 
ows eind orphans. They used it to payoff high-rolling transportation 
interest group projects. Those of us who work everyday to protect 
those who were wounded in line of duty must make our voices 
heard loud and clear by the Americans who vote in November. We 
need to elect members who will support veterans. 

The ongoing trend of reductions in VA budget resources contin- 
ues. As we speak, there’s a Kasich budget plan that will have ad- 
verse effects on fiitxire 5-year budget projections for VA. TThese 
trends are especially troublesome for spedm needs programs, such 
as medical care for serioiisly mentally ill and PTSD treatment. 
What will happen when the supply and quality of medical services 
for people who suffer from serious mental illness, veterans, and re- 
lated cturonic conditions and reduced disability ratings are imposed 
by VA? 

I would like to move away from the data because you’ve had ade- 
quate testimony on the data. Really sort of conclude by saying that 
we could not disagree more forcefully with a policy wmch is totally 
driven in the wrong direction. This is a dollar-driven policy. Such 
bottomline policies will piroduce adverse consequences nationally 
for spedal care needs, ^ey are shortchanging veterans every- 
where, in every category. But they are especimly harmful for veter- 
Euts who are poor and who suffer multiple health problems related 
to mental illness. VA is not solely responsible for this retreat ^m 
our 200-year Federal commitment to care for veterans. 

Other players like OM£, and CBO has forced the VA budget into 
near starvation. All in the name of deficit reduction, but at what 
cost? Should the health and well-being of veterans be transferred 
to Blue Cross/Blue Shield, Kaiser Pennanente — ^there are many on 
the Hill who have told me that they should be — or even State and 
local govemmeht? We say a resounding no. But the end results of 
consolidatioiiis, decentralization, and cost reduction is by default 
shifting the burden and responsibility for the care of veterans who 
earned that care to non-VA programs. 

Worse yet, friose hardest mt are veterans who once got good care 
and needed at least some inpatient support to receive therapy. 
WeVe heard today tiiat in many VA VISNs and facUities, inpatient 
treatment and care for residential PTSD and the seriously men- 
tally ill is a vanishing commodity. We certainly regret that. We 
have confirmed the numbers of homeless veterans is growing. In 
fact, more than 276,000 veterans are estimate to be homeless on 
any given night of the year. Despite this shocking fact, lees than 
3 per cent of all of the more than $1 billion spent every year by 
HUD is allocated for veterans who are homeless. The m^ that 
the VA is meeting all of the needs for all of America’s veterans is 
still pervasive, but it’s very wrong. Only 10 percent of the veterans 
receive even moderate care now. 
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We urge this committee to work with us and other VSOs to do 
more in-depth, impact field and case management studies to find 
out the true impact of these ch^ges. The best way to get the truth 
is for you, as representatives which you’ve done, to go to your dis- 
tricts to visit firet-hand VA hospitals, clinics, vet centers. In your 
home areas, talk to veterans who use the VA healthcare system. 
Talk to the local heal^care providers who care for veterans, and 
talk to VSO service reps who have great insight. Make your own 
studies, conclusions, and fact-finding missions. Listen to the real 
people back home and discount most of the inside the beltway, bu- 
reaucratic, mumbo-jumbo and academic nonsense. 

That concludes my statement. FU be glad to answer questions. 
Thank you, sir. 

Mr. Stearns. Thank you, Mr. Warfield. Would staff just take his 
name tag and just put it up if you would. Mr. Miller, we welcome 
you again with vour opening statement. 

[The prepared statement of Mr. Warfield appears on p. 134.] 

STATEMENT OF THOMAS H. MILLER 

Mr. Miller. Thank you very much, Mr. Chairman. I don’t know 
what Bill had for limch, but I don’t think I had the same thing. 
We try to get him excited. Mr. Chairman, I would like to thank you 
from the Blinded Veterans Association for holding this very, very, 
very important hearing. We’re ven concerned about the wecieilizM 
program and services v A offers for o\ur Nation’s blinded veterans 
the impact the new VHA — aind reorganization — is having on those 
programs. 

I was very gratified this morning to hear Dr. Garthwaite ac- 
knowledge — at least in the sense that there may be problems — by 
announ<mg the establishment of a sp^Eil panel to look into the 
blind r^abilitation programs and services. We certainly pledge to 
work closely with that group and hopefully well be a part of that 
and can come up with some solutions to determine just how the 
specialized programs can fit into the veterans’ integrated network 
concept. 

In my written statement that request be submitted for the 
record, I went into some detail regaining the three distinct pro- 
grams the VA offers for blinded veterans. I think -in some of the 
data collection, problems that were identified earlier and that we 
discussed — it’s difficult when you look at their data to distinguish 
between programs and programs within programs which is very 
important when it comes to capacity. The thiW distinct programs 
of olind rehabilitation centers whi^ are residential or inpatient 
co^r^ensive blind rehab programs. 

The visual impairment service team program, which you heard 
Dr. Gross refer to, those are managed care, case-managed ambula- 
tory care programs to ensure the comprehensive delivery of service 
to blinded veterans. In a new program, the blind rehabilitation out- 
patient specialist is also an outpatient program. Some of the data 
that VA collects rolls all those numbers together so it’s impossible 
to determine whether here’s been a negative impact on the inpa- 
tient residential program because of other numbers that are folded 
in with that. So we frel that it’s imperative that data collection and 
data management problems be identified, clarified, and worked out 
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on a national basis. There needs to be consistency across the 
system. 

One of the most frustrating things for us has been with the orga- 
nization of the VA system and the 22 inteCTated service networks 
is that the differences that have occurred, uie level of understand- 
ing from network to network about our programs, what they do, 
and what the expected outcome should be. Some network directors 
have stated openly they don’t understand why blind rehabilitation 
can’t be done on an ou^atient basis. It’s too costly to put a blinded 
veteran into a hospital and keep him in a residential program for 
4, 6, 8, 10 weeks — whatever the length of the program may be. 

As a consequence, there are a couple who are in fact discoura^g 
referral to the residential programs and insisting tiiat the coordma- 
tor’s refer blind veterans to local resources which are totally inad- 
equate to meet the comprehensive needs and are certainly not com- 
parable to those of the VA. Others have mentioned the decisions 
that are being made are cost-driven. Our concern with the blind re- 
habilitation program — ^the inpatient services — in an effort to in- 
crease edacity, they’re reducing — increasing pressure to reduce the 
len^ of stay. The len^h of stay of the program is critical as to 
whether the veteran is going to optimize benefit from that 
program. 

This is an example. I went through VA’s blind rehab program 30 
years ago — I know I don’t look that yoxmg— but the average length 
of stav at that time was 18 weeks. Now, we’re looking at around 
8 weelm. That’s a substantial reduction in length of stay. For the 
most part, that’s happened naturally because ^ the change in the 
veteran population that the^re deming with in the blina centers 
and they ve modified and adjusted VTOgrama to address the current 
needs of— excuse me — being served. Unfortimately, local managers 
are increasing pressure to reduce those length of stays even 
further. 

Our vets coordinator positions are absolutely crucial to identify 
blinded veterans, plugging them into the system, and assuring that 
^eyre getting the services that they need to overcome the handi- 
cap of blindness. When some of those positions become vacant, the 
first thing local managers are looking at is eliminating them alto- 
gether or reducing them to half-time. We’ve ^t 30 years of experi- 
ence with that program. The first six were with those coordinators 
functioning part-time. We learned very quickly that part-time was 
not adequate. 

Back to the blind center. Dr. Geirthwaite we’re celebrating the 
50th anniversary of the VA blind rehabilitation service and the 
first blind rehab center that was opened in Hines, Illinois. We have 
50 years of experience. We have a program that’s been the premier 
provider of residential blind rehabilitation in the world. Ihe VA 
has served as a model around the world for other countries to de- 
velop their services for their blind citizens. We know it works; we 
know, once outcome data is available that will validate ffie anec- 
dotal information and what we all know, those of us who've had the 
opportunity to go through those programs can tell you about the 
qualify. 

Finely, I think Td like to conclude by reinforcing that these are 
national programs. There needs to be national standards and na- 
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tioDal guidelines, eind some mechanism to monitor the funding of 
these programs on a national level. It’s imfortunate that as a na- 
tional program ^e hill burden falls on &e local medical center. 
\^en &ey have to take reductions in their FTE, they do it across 
t^ board so that a blind rehab center will have to take its share 
of the cuts. Well that center doesn’t serve onlv that local hospital, 
it serves the entire network, multiple networks and maybe up to 
30 or 40 medical centers in their geographic catchment area. So 
that burden needs to be shared. 

I don’t believe tire funding mechanisms at this point are ade- 
quately compensating, reimbursing the loceil facility so they can 
t^e a heavy responsibility fiscally to maintain these specialized 
programs. If not central funding, some other mechanism nas to be 
aeveloped in order to relieve them of that burden to enable them 
to allow these programs to function with optimum staffing levels 
and resources so that they can maximize the number of veterans 
that go throj^h the pro^am without compromising the quality of 
the service. Inat concludes my statement, Mr. Steams. I’d be glad 
to answer any auestions. 

[Tlie prepaid statement of Mr. Miller appears on p. 145.] 

Mr. Stearns. I thank you, Mr. Miller. As you know before we 
broke, I mentioned that we would like Dr. Garthwaite to come 
back. He has indicated he cannot come back and I didn’t push it. 
But he has said he is committed to providing a response to some 
of what I believe is compelling arguments that you make here this 
afternoon. M)^elf and staff are going to follow-up with him vdth 
some questions, and ask him for spe^c steps that the VA shoxUd 
take to solve the problems we’ve heard about today. So I think your 
testimony has been very helpful. We appreciate you coming. 

(See p. 159.) 

Mr. Stearns. I have a few questions. I’ll just g^ve you my 
thought on an overview here. We have another vote in less than 
15 minutes. What I’d like to do is go aroxmd shortly with some of 
my questions. Then my colleague from Florida, Mr. Bilirakis, let 
him ask some questions. But we’re sort of moving towards the idea 
of adding legislatively some appropriate performance measures for 
the VISN Directors and hospitm directors' performance contracts, 
I guess the question I would have, Mr. Mansfield, is do you think 
possibly legislative measures regarding appropriate performance 
measures mr VISN Directors’ and hospital directors’ performance 
contracts would make a difference? 

Mr. Mansfield. Mr. Chairman, I think it would. There are some 
concerns, you know, about how far down the management ladder 
you can go, and what you can do in legislation — how would you 
make that work. But I think that Congress has to make sure that 
managers in the VA understend all the way down as far as you can 
go that they’ve got to take care of veterans with specialized needs. 
That’s what their mission is. If performance measures are what 
they’re paying attention to, and unfortunately, I think in the new 
system that’s what they are paying attention to, tiien we probably 
need to affect the things that affect tiiem. I would say yes, let’s go 
ahead. 

Mr. Stearns. I came from the private sector. Whenever large 
corporations or small corporations ran into problems that they 
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could not get sufficient objectivity, they would go to Price 
Waterhouse. Or they would go to MacKenzie Consulting Companies 
and ask them to come in to do sometiiing. Now we have the GAO 
doing a report. A lot of people woiUd argue that the GAO would do 
a good job. But o^ers will ai^e that maybe we might even need 
a more objective outside professional accounting firm. The GAO is 
going to point out the problems, but they’re not necessarily going 
to come up with the solutions. 

So, frankly I see the problem as a little bit of consistency of per- 
formance standards baring mana^ment ability here. I’m very 
sympathetic to the fact that the balanced bud^t put a constraint 
on tne cost here. I’m not sure what I can do about the latter. But 
I wo\ild suggest that we need some more information and perhaps 
legislatively, the performance measures would be good. But per- 
haps even having an outside consultant come in and tell us from 
a management standpoint what could be done. Let me switch to 
Ms. Garrick. How would you grade VA compliance with the “main- 
tain capacity” requirement at the VISN level? 

Ms. 6 arrick. How would I CTade it? 

Mr. Stearns. Yes. How would you CTade the VA’s compliance? In 
other words, in your opinion is it an F or an A or C? 

Ms. Garrick. Well, it sounds like it’s hovering somewhere just 
above an P. 

Mr. Stearns. I mean, that’s — from our testimony, we just want- 
ed to help you quantity your feelings. 

Ms. Garrick. Well, obviously, the American Le^on is dis- 
appointed in that we do see capacity as not being eatable. With 
equity t»ing such an influence m the budget under VERA — ^VERA 
is supposed to be about ^uity — well, so should capacity and access 
and timeliness and Quality. Inose thuigs should also be about equi- 
table distribution. Ii there are veterans and VISNs, like 8 and 18, 
Florida and Arizona where there’s no long-term mental health, 
that’s not equity. That’s not equity in capacity and it certainly isn’t 
equity in quality. 

Mr. Stearns. Let me just ask each of you. If I recommended that 
the VA obtain an independent management review to corroborate 
the information, would any of you have an objection to that? Going 
outside? Yes, sir, Mr. Warfield. 

Mr. Warfield. Yes, sir. If I raa^, with all due respect. There 
have been probably 15 or 20 outside consultant firms, including 
Price Waterhouse, NAPA studies — the Appropriations Committee 
frequently does this. VSOs have done this. There have been inter- 
ne studies. There’s voliiminous documentations 

Mr. Stearns. On this suWect? 

Mr. Warfield. Yes, sir. Bir, I think we know the problem. We've 
identified the problem here. I think it can be documented. I t hink 
that we also have touched on the solutions to the problem today. 
I think that going down to the — as I recommended in my testi- 
mony — go down to the local level and talk to the people who are 
using the services and practitioners who are delivermg this service. 
You can find out pretty easily what’s gone wrong. 

Mr. Stearns. You think the idea of us legislating performance 
standa^^s with both the VISN Directors and also tiie administra- 
tors of the hospitals would help? 
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Mr. Warfield. No, sir. It’s already being done. There are 24 dif- 
ferent standards. As an example to those performance standards, 
the VISN Directors will administer certain diagnostic tests on men- 
tal illness; put it in the file, and have a 97 percent compliance rate 
for performance and receive perhaps a bonus award for doing that. 
So follow up of mandatory or statutory performance standards, is 
well-intentioned, reasonable, but itfs not really going to be imple- 
mented by a bureaucratic, imcaring agency. 

Mr. Stearns. So you’re saying we nave to go down to the grass 
root level. 

Mr. Warfield. That’s my recommendation. Yes, sir. Field hear- 
ings — 

Mr, Stearns. Implement it? 

Mr. Warfield. Yes, I do. 

Mr. Stearns. That's how you sum it up. Okay, Mr. Bilirakis. 

Mr. Mansfield. Mr. Chairman, I trunk you indicated you’re 
going to ask each one of us to respond to that question. 

Mr. Stearns. That’s fine. Okay. We have probably about 7 min- 
utes to vote. 

Mr. Mansfield. Real q^uickly, I would say this. I understand 
where my colleague’s coming from. But I would suggest we work 
on two ^nts. lumber one, I think vou know what you need to 
move this Congress to act and if you tnink mandating performance 
measures is part of it, then it might be a plus. The second thing 
is, rather than just talking about the capacity issue here, by itself 
here it might be time for the Congress to study this whole change 
that’s going on within the VA, including the move to VISNs. In the 
context of that, if you did it, I think if you looked at the programs 
we're talking about here as national programs and examined what 
happened to them in Uiis change, it mi^t be important. 

Mr. Stearns. Okay, Mr. Bilirakis. 

Mr. Bilirakis. Well, Mr. Chairman, I guess the big problem as 
1 see it is veterans’ healthcare and veterans’ programs getting 
caught up in the political picture where you have changes every so 
often in administrations which means changes in terms of the Sec- 
retary. But you know, when we talking about maintaining and 
meeting the requirement for specialized services. Let me go to the 
SCI Center in Tampa, for instance. I understand that VA has at 
least one representative in the audience taking all this in, which 
is good. 

I have visited that center many times over the years. They have 
so many beds for SCI patients. The beds are not enough because 
of the wide area they cover. Someone woiild say, well it has 70 
beds. We’ve been maintaining those 70 beds, et cetera, et cetera. 
Yet those beds are scattered over many floors — not all on the first 
floor where there should be. If there is a fire or something like 
that, God forbid, at Haley, I don’t know, Gordon, if we could ever 
evacuate those pmple. I Imow they've been up to as high as the 5th 
floor. We’re talking about SCI patients being evacuated from the 
5th floor of the hospital. Now I think the 3 ^re only going up about 
two floors r^ht now. This expansion that we’re talking about would 
have the SCI center on the first floor where it should be. So, you 
know, again if we take a look at, or we about data, we take 
a look at statistics and things of that nature that data or the sta- 
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tistics might meet the requirement. But really in practice in the 
re^ world, is the requirement being met when they’re scattered 
throughout all these areas. I think it’s probably what Mr. Warfield 
is saying and the rest ^ you that it’s got to be down at that par- 
ticular level. 

Mr. Stearns. Yes, sir. 

Mr. Bilirakis. Well, we’re going to do the best that we can here. 
But you know, the trouble is we ^ange all the time, too. You have 
a chairman of the subcommittee — who knows next session whether 
he would be the chairman or there mi^t be a change. I guess 
that’s really what makes the job so dam difficult for everybody, in- 
cluding the people in tiie VA and the fact that there are changes 
that constantly take place. 

Mr. Stearns. Well, I didn’t get to hear all your testimony be- 
cause it’s a he(dc of day for me, as it is for all of us but we mank 
you. It’s obviously been very helpful. 

Mr. Wannemacher. Could I just say one thing? 

Mr. Stearns. Yes, sir. 

Mr. Wannemacher. If you are going to do performance meas- 
ures, make sure that performance measiires also address seriously 
mentally ill. I mean, how they’re treating seriously mentally ill vet- 
erans. ■^at I think Bill was talking about, though — going to the 
grassroots— we don’t hear a lot, the DAY doesn’t hear a lot from 
our veterans as far as improper care problems. Only because at the 
front door, they are told this is the way it’s wing to be and this 
is what you’re going to get. They’ve accepted that. They go outside 
for other services. 

But if you— well, like what Bill was saying— if you went to the 
grassroots. I have physicians that are calling me from throughout 
the Nation, VA physicians, telling me the horror stories out in the 
State of Washington, down in the State of Florida, out in Utah. 
There is a re^ problem out there about morale within the system. 
These people, because 'ey’re short-staffed, just don’t feel that 
they're beiM provided ^e tools and the time to provide quality 
healthcareTiou’ve got to go to the grassroots. Not from some analy- 
sis fiim here — what you read in the directives from Dr. Kizer, read 
real well. But ^e implementation of these directions in and there 
impact in the field is eye opening. 

Mr. Stearns. I had a hearing out in Boise, ID. 

Mr. Wannemacher. You know what you heard there. 

Mr. Stearns. That was an eye-opener. So I understand it. Again, 
thank you for staving over for the reconvening. We have to rush 
to a vote. I appreciate your testimony. Well stay in touch here. 

Mr. Miller. Thank you, Mr. Chairman. 

Mr. Warfield. Thimk you, Mr. Chairman. 

[Whereupon, at 1:26 p.m., the subcommittee adjourned subject to 
the call of the chair.] 
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APPENDIX 


STATEMENT OF LANE EVANS 
HEARING ON SPECIALIZED TREATMENT AND 
REHABILITATIVE NEEDS 
OF DISABLED VETERANS 
JULY 23, 1998 


Mr. Chairman, I sincerely thank you for holding this 
important hearing today. As you know, some time ago I asked 
the General Accounting Office to review VA’s success in 
maintaining its capacity to provide specialized services for 
disabled veterans. I am pleased GAO has now begun this study. 
Hopefully today’s proceedings will offer them some further 
insight into the substantive examination GAO will continue, 
following today's proceedings. 

“...it should be kept in mind that while the environment in 
which VA now operates requires that greater attention be given 
the financial management of the system, this should not be 
misinterpreted as a change in focus or a commercialization of 
VA’s mission. VA will continue to uphold its long tradition of 
advocating for the sick and vulnerable, and of putting the 
patient's welfare first' {emphasis added). TTiese prophetic 
words are not mine, but the Undersecretary for Health, Dr. 
Kenneth Kizer’s. You can find them on page nine in the 
guiding principles of VA’s Prescription for Change. Judging 
from the testimony, it's time to re-issue this guidance to all 
Veterans’ Health Administration officials. Notwithstanding 
special legislative protection Congress enacted to ensure that 
capacity in these programs is maintained, the testimony we will 
hear from both the veterans and the experts indicates VA has, in 
large part, not provided this protection. 
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I am not here today to quibble about numbers although 
from almost any point of view the numbers VA has provided 
Congress appear severely flawed and this hampers our ability to 
make policies and oversee these important programs. I most 
strongly object, however, to the apparent lack of regard VA has 
given to abiding by the “spirit” of the law. If VA managers 
were conveying the importance of the specialized services to 
care practitioners, I doubt there would be much genuine concern 
about how to measure capacity and access. Testimony indicates 
that management may not be conveying the importance of these 
services. Compounding the problem is the fact that distribution 
of VA’s specialized services does not correspond to the current 
network management structure. Some programs, like Spinal 
Cord Injury and Blind Rehabilitation, are national in their scope. 
Without transfer pricing in place, some VISN directors 
responsible for expensive specialized services must truly be 
questioning their ability to care, not only for their own veterans, 
but for veterans from other networks. Some, particularly those 
without a strong VA background, must truly consider it unfair 
that they must assume the cost of expensive inpatient stays of 
veterans from other networks and consequently be looking to 
scale back services so they are only required to “care for their 
own”. 


Decentralizing VA management and taking away any 
authority VA service chiefs once had for ensuring the integrity 
of these programs may be largely to blame for these programs 
disintegration. Once these programs offered the “state-of-the- 
art” in managing care for some types of disabilities, particularly 
for combat injuries. With no effective VA oversignt of these 
programs, they now seem to be falling into disarray, and, I hope 
those of you here today from VA will take this message back to 
Dr. Kizer — neither rhetoric nor law seem to be doing the trick in 
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inspiring managers’ attention. In a new era where performance 
measurement rules, VA managers with power over resource 
distribution are not evaluated for ensuring the integrity of the 
specialized services. VA should include these measures in 
someone’s performance contract before Congress is compelled 
to revisit fenced budgets as a means for ensuring the needs of 
our disabled veterans are adequately met. 

What is worse, testimony from the Chairman of the VA 
Federal Advisory Committee on Special Disabilities and 
Prosthetics and some of the VSOs indicate that VA may be 
taking steps to hide the truth about its inability to maintain these 
programs from Headquarters and Congress. Specifically, the 
Chairman indicates that prosthetic orders are being significantly 
delayed and managers are under severe pressure not to request 
additional funds to avoid shortfalls for orders. It seems that no 
one wants to admit they need more money when it may connote 
a failure to manage within a budget to his or her peers and 
forfeits the possibility of performance-based pay. What a 
misnomer. 

The news from the Committee on Care of Severely 
Chronically Mentally 111 Veterans is no better. While VA is 
offering more veterans mental health services, they are treating 
fewer of the very sickest of these veterans — those that most need 
our help. Continuity of care for those receiving services is 
suffering. Variation between networks is tremendous. It is as if 
VA learned nothing from the country’s miserable experience 
with de-institutionalization in the 1970’s and 80’s. VA 
continues to eliminate beds where no community resources exist 
to replace them. 
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Paralyzed Veterans of America has an aggressive program 
to monitor resources devoted to Spinal Cord Injury. They claim 
that the baseline from 1996, which VA has already lowered, was 
already underestimated. They further assert that, in VHA’s 
current state of restructuring, there is a confusion about new 
management structures and unfilled staff vacancies that often 
translate to a crisis in the leadership of services. I could go one, 
but we will hear far more from the witnesses themselves. 

Incentives seem to be leading VA managers and 
practitioners to make bad patient care decisions. Let me say that 
I know there are many dedicated employees in the VA who are 
working overtime to meet veterans’ needs with too little money 
to do it. What I am questioning is the type of incentives and 
structures that VA has put in place to engender the poor 
response to special programs that will be attested to today. 

There are many solutions VA could consider to better ensure 
their operational integrity and if VA is unable to find them it 
may require Congress to fill into this void. 

In the Marines we have an expression — “Leave no man 
behind’’. I respectfully submit to VA that if the “new VA’’ is 
abandoning responsibilities for caring for our sickest and most 
vulnerable veterans, additional scrutiny of the future of VA 
would certainly not be surprising. These programs are the heart 
and soul of the VA - if these vital organs are not sound the VA's 
viability may be in question. We miast remember, VA is the 
safety net. If we don’t meet the needs of the hardest-to-treat, no 
one else will. VA must do a better job to ensure that it honors 
its covenant to disabled veterans — ^those most vulnerable to the 
fluctuations of funding and most in need of our help. 

Mr. Chairman, this concludes my statement, but I ask for 
the record to remain open for a week so that I may revise and 
extend my remarks. Thank you. 
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Mr. Ctiainiun and Members of the Subcommittee: 

Thank you for the iqqMrtunlty to be with you today to diacuss our ongoing work 
on the Oepartment of Veterans Aflaiis' CVA) efforts to comidy with section 104 ^ the 
Veterans Health Care EUglDtUty Reform Act of 1906 (P.L. 104.262, Oct 9, 1096). This 
provlMon reflects concerns that budgetary pressuiee and cmgoing reorganization within 
VA might make VA's specialized programs and services for disabled veterans vulnerable to 
cost cutting. The provlMcv re<iuires tN Secretary of VA to (1) ensure that the 
systemwide c^adty al the dqiartinent to provide spedallzed treatment and rehab i U l a fl ve 
services Is not reduced below Its October 1996 cqurdly arid (2) provide veterans with 
reasonable access to such needed care and services. The proidMon tderrUfied four 
disabling coitdltlona; VA, after consulting wiflt stakeholderB, IdenUfled two additkmal 
conditions' Further, VA is required to report to the House and Senate Conunlttees 
Veterans' Affairs anitually on Ha cMnfdlance with section 104 bom fiscal years 1997 
through 1999. 

You asked that I focus my rem ar ks on whether VA (1) Is maintaining capacity with 
reasonable access to serialized care and (2) has data that ia suffldently reliable to 
monitor and report on compliance. My comments are baaed on meetings we have held 
with VA officials re^ionMble tor admimstertng flte qiedal rfiabilily foogtams officials of 
veteran aervice organizations (VSO) that represent the veterans recdvlng spedallzed care, 
and repreaentattves of two advisory committees with which VA Is requlied to consult In 
responding to this leglststloa’ We are also reviewing VA and advisory crxnmhtee reports, 
relevant poUries and manuals, and other data and documentation. We will be continuing 
our work over the next aeveral months and ejtpect to issue a report next qulng. 

In summary, our work to date that much more information and analyses 

are needed to su^ort VA'a condudon that it Is mainulnlng Its natkxial cmtdly to treat 
special dtsabiUty groups. For example, whiie VA's data indicate that from fiscal year 1996 
to fiscal year 1997, the number of veicnna served Increased by 6,000 (or 2 percent), the 
data also show that spending for spedaUzed disability programs decreased by 662 tnimon 
(or 2 percent). VA attributes the decreased pending to redudng unneceeeaiy divlicattve 
services and replacing mote expm d ve hoqStal Inpatient treatment with ouipittletK care. 
Such aggregate dau and assertions may. however, mask potential adverse effects on 
vedfic programs aiul locations. For example, VA data also diow that the ntimber of 
veterans treated ^stemwide in fiscal year 1097 decre a aed for amputees, and expenditures 
were reduced for veterans with amputations, serious mental Ulneee, and FTSD. In 
addition, for substance abuse pattenta with aerloua mental iUiiess, VA data Mtow that 
about 3,000 fewer veterans were served and 6112 millloti leas was ^teitt. 

Condstent with the Government Performance and Results Act (GPRA) of 1993,* VA 
plans to develop outcome messuree over the next 2 to 3 yesis to track whether, among 
other things, the cate provided to disabled veterans is effective as a result of its shift from 
Inpatient to outpatient cate. VA Intends to re^ace expenditure data with outcome 
measures when they beemne available. While outcome measures ate a valuable tool to 
evaluate program ^ectiv«teas and to hdp monitor physical, psychological, and social 
services, retslnlng current measures, such ss doUsra ^ent serving VA'e spedsl needs 
p^Hilad^ are abo important to measure legislative couqiUance. 


'The four conditions IdenUfled in the statute ate ^linal cord dysfunction, tdlndness, 
amputaflocis, and mental Ulneas. VA Umited its p ro gram for mental Illness to veterans 
with serious mental Illness an d sdded two othe' ^ograms-traumatlc brain inluty and 
post-traumatic stress dlsacder (PISD). 

*rhe two committees are the Advisory Committee on Prosthetics and ^tedal DlsabillUes 
Ptograma and the Crxnmittee on Care of Severtiy Chrtmically Mentally Ql Veterana. 

’GPRA requires agencies to prepare annual perftKinance plans cov^Uig pn^am activities 
set out in their budgets betf nnlng in fiscal year 1999. 
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Beyond Ute bsue <A bow VA chooses to messure ttt csjpacUy to serve veterans with 
qieclal dissUlUtles, tboe are also questtons regarding die rdUiiiliQ' of VA's ><««» fot 
example, in 1908, VA reduced Its repeated 1896 haw^in* eq^dtture d«t» in all six 
spe<i8Uzed programs and services as much as 60 percent without •vpi^ining in Its 
rqiort the ba^ for such changes. VA's two advisory committees have also raised 
questions about anomalies in the capad^ data. VA has acknowledged the need to 
improve its data systems and has several etforts under way to do aa We will be 
examining data reliability issues in more detail as we complete our study. 


VA has taken steps to fundamentally change the way it ddlven health care to the 
nation's veterans. In reemt years-and condstent with malor ebangn in the national 
health care industry-VA has moved toward providing more services to veterans on an 
outpatient bads, /dso, VA's Veterans Integrated Service Netwotlcs (VISN) have greater 
dlicretlon for deteimlning the mix of aovlces to be provided. In House Repm 104-680, 
wMdi accompanied the Veterans Health Care EUglWItty Reform Act of 1886, condderable 
dlacrelirH) Is given to the Secretary of VA in managing the ptovWon of health care 
services to veterans. However, the report painted out that the uniqueness of VA's 
^edallxed treatment programs requires a fat more presoipttve response In the 
leghdadocL The report noted that providing qiedaltaed treatment and rehabilitative 
services la vital to VA's health care mission. Due to the recognUed high cost of these 
propams, budgetary pressures and restructuring within the Veterans Health 
Administration (VHA),* the House Ccunmltiee on Veterans' Attalra was concerned that 
'VA's costly qieclaUzed programs may be paillculaily vulnerable and dlaproportlonaiely 
subtect to budget cutting.' 

To address these concemA a provision of the act dtrected the Secretary to ensure 
that VA maintain Its capacity to serve veterans wtth spedsl disabilities, This provMtm 
also requires VA to ctmsult with the Advisory Committee on Prosthetics and Spedal 
Disabilities Prx^ranu (ACPSDP) and the Committee on the Cve of Severely Oironically 
Mentally ID (CCSCMI) Veteram in fuUUUng the requlrementa of the act* Pilrnamy, 
ACPSDP advises the Secretary on tmues aaecOng the deilvety of prosHiettc servlcee to 
amputees and other special diaaUllty groups The miSBion ol CCSCMI Veterans is to 
assess VA's efforts to meet the treatment and rehabilitation needs of severdy and 
chronically mentally ill veterans. VA coordUiaied wtth the committee and Incorpo r a t ed Us 
itqnit on the care of serloudy mentally ID vetenna. In addition, both committees woiiced 
with VA to IdentlD' the six qtedal disability poups and to define measures of cagiKlty 
and access. VA also established a ^>eclai OtsauW Programs Work Gro«q> to work wtth 
a number of stakeholdera such as national and slate VSOs, VHA networto and hdUttes, 
and ^edal disatility program managera on Issues such ss Identiflcatlon of the 6 spedal 
(Dsabilliy groups, their dellnlllons, and definitions capadly and access. 

While consensus was not reached among stakeholdera. VA eatabUihed an Initial set 
of 1996 baseline capadly measures cMisMlngofthe number of veterans served and 
doDara vent on veterans with these vedsllsed needs. For veterans dtsabled by 
bUndness and spinal coed dyshincttmi. capadty Is also measured by the number of 
spedaliaed beds and staff resources dedicated to these disaUltties. VA defines access as 


*VKA has decentralized Us management structure to coonUrute the organlzaUon of Its 
medical f a ci li t i e s into 22 rtetwodo. TMs was done In an effort to Improve etfidency by 
redudng unnecessarily duplicative services and shifting services from Inpadait care to 
less costly outpatient care. 

'ACPSDP members are from veteran service oganlzatiofia, untvesdtiea, and private aector 
health care providers. In accordance with PI. 104-262, members d CfSCHI Veterans 
must be VHA employees with expertise in the care of Qw chronically mentally ID and be 
VPdnted by VA's Under Secretary tor Health. 
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tbnellneaa In providing ««vtcea to vetcnns for their qiediUzed needs. VA Is cunenlly 
deveioptng outcome measures to reflect the overaO effecttveneee of Us imgrama. 

IfWngAR IF VA HAS MAINTAINED CAPACITY 
Awn ACTBSS TO ePFTtauTgn SERVICES 

VA's data Aow that there was an Increase In the ntonber of cBaabled veterans 
served despite an overall d e o eaae In ckJlara eipended for the alx propvns and 
ccaidtlltHis (Tom flscal years 1996 to 1997. Overall, 2 perceat-or abotd 6,0l)0-adc9tloii8l 
vetmns w«e served with 2 percent-or t62 mlUlon-leas spending. VA's data also Indicate 
that access Unproved nationally for most pograms. 

For five of the alx progr am a and condltlans, VA served more disabled veterans in 
flscal year 1967 than it did in 1996 for a total increase of about 6,000 mote disabled 
veterans served. Only In the amputee program was there a reduction In the number of 
veterans aerved-a^iroxlmately 2 perceM. Three of the sis p rogr am s had higher 
expenditures during the same time period. The traumatic brain iniury, blindness, and 
^nal cord Iniury programs experlmtced 6B, 24, and 3 percmit Increa^ reflectively, In 
eipendituree. itthough they served many fewer veterans than programa for mental 
conditions. (See table 1.) 

Table Ir Pe rcent Chanse m Nimher nt Veterane Se~»H miA rinllMm Sni,t Fmm 
Yearn 1906 to 1997 


Program/ 

conditloB 

IndlvMaals aerved 

DoUm txptB4ed (tkowAad*) | 

FY 1996 

FY 1997 

Pereeat 

chaage 

FT 1996 

FT 1997 

Percent 

ebaage 

Spinal coni iniuiy 

8.608 

8,922 

4 

1199346 

$206328 

3 

BUndnese 

9,726 

11,726 

21 

43366 

61426 

24 

Traumatic brain 
injury 

176 

261 

43 

3,736 

6371 

68 

Amputatlom 

4,766 

4,684 

•2 

6,663 

6366 

-2 

Serious mental 
lUneae 

269,009 

272,229 

1 

2,060340 

2,016,642 

m 

PTSD 


40,027 

1 

101382 

96323 

•7 

Total 

331,926 

337389 

2 

<S.4S0318 

02388346 

-2 


Note: We did not independently vert^ these numbm. 


Source: VA Report to Congreas, Munratnlng Canarltv to Provide for the SneclallM-d 
TVeannen. aori BehehilUeBve Need, of nieehled Vetefane fPenaiUneiU of Veterans Afialra. 
May 1998). 

Much of the change In expenditures involved veterans with serious mental illness, 
who In flscal year 1997 account for 81 percent of the vetm'ans aerved and 66 percent of 
expenditurea fw the six specialized programs and condMons. VA data Indlcste that It 
provided services to an additional 3,000 seriously mentally ill veterans, while it reduced 
spending by about $66 million. VA attributes these changea to efOdendea gained from 
^lifting the treatment empharis from inpatient to outpatient care. It is unclear, however, 
whether VA's data are comprdienalve enough to quantlb' the effect on cfiactty of 
changes In service delivery methods. Mixeover, other data not used by VA, such as 
numbers and types of specialist providers and beds, may also be useful indicators (d 
capacity. 
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Substance abuse services for veterans with soious mental illness lUuatiate the 
need for more comprehensive information to as s e s s whether copaewy la being malntalited. 
For exsmide, from fiscal year 1896 to 1997 substance abuse expenditures declined 1^ 20 
percent, or ov^ 6112 mll^, and VA treated about 3,000 fewer veterans with this 
condition. (See table 2.) Some VA netwodcs believe that such numbers give an 
incomplete picture of actual services rendered because patients who are ‘mainRreamed’ 
Into general care programa may be receiving care outMde the special pr ogr am s. While 
improved efficiencies can account for snne expenditure reductlORS, they do not appear to 
explain the large re^onal di^w and variationa In the number of pabents aerved. In fact, 
tt seems reasonable to expect that a shift to less costly outpitlent ddlvery modes should 
result In significant Increases in the number of patients treated fOr the same expenditures. 

Table 2: Percent Chanse in Number of Veterans Se rwd «ivt tv<iiM« fit^t t n, Serioualv 
Mentally ni Programs From Fif^ V»ra 1906 to 1907 


Progrui 

(Or 

serlossly 
mentally 111 

Individaala served | 

Dollars expended (In Utoosuda) | 


FT 1997 

Aetna! 

! change 
(percent 
change) 

FT 1996 

FT 1997 

Actual 

change 

(percent 

change) 



104,441 

-2,633 

(•2) 

1676.902 

•463,372 

•112,630 

(-20) 

Homeleas 

24,639 1 

24,613 

74 

(0) 

76,071 

72,766 

-2,306 

(-3) 

PTSD 

32,142 

1 

32,676 

433 

(1) 

99,706 

92,667 

•7,038 

(-7) 

Other* 

105,264 

116,600 

10,346 

(19) 

1,329.662 

1,386,638 

67,276 

(«) 


269,009 

272,229 

3,220 

(I) 

•2,090,240 

•2,016,642 

•-64,698 

(■«) 


Nota: We did not independently veri^ these numbers. 

*Veterans who cuirently have or at any time during the past year had a (Uagnoaed mental, 
behavioral, or em otional disorder of sufficient duration to result in a dlaalidllly-excludlng 
those with PTSD, substance abuse and/or are bomelesa. 

Source: VA Report to Congress, Maintaining Canadtv to Provide for the Snerfallwt 
Trearmeni a nd Rehabilitative Needs of Dlaahled Veterana 


With regard to reasonable access to care and services, VA's data indicate that 
access has improved for 6 of the 6 rectal dtsablUiy programs. (See ^ip. L) For 
example, VA's data itKiicates that the proportion of veterans receiving pcvchlatrlc 
outp^ent care within 30 daya of ho^ital discharge Increased by 0.6 percent in fiscal year 
1997. This increase was accompanied by a 2-day average decrew In the number of d^ 
from discharge to the first outpatient visit In contrast, monthly watting ttmes for 
admission to the inpatient blind retiabUliatlon program increased by 1 to 6 weeks for 11 
mcHiths of the year. VA attributes increased voting antes, in part, to delays In fllUng 
vacant posifions and increased demand for services. 

VA Is currer^ developing outcome measures to track the quality and effecriveness 
of care provided to disabled veterans. Outccxne measures, sudi as funcbonal status, 
provide an opportunity to examine the effectiveness of Inoovabons in service delivery, 
which could lead to a higher degree of patient satisfaction. Outemne assessments alM 
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provtde benchmarks for goal setOng and Etdlitate cooqMrfsons among programs and 
farlHTIrt from year to year. Although VA has identifled preliminary ootcome measures for 
each qwdal dlaablUty program. It estiinatea that 2 to 3 yean win be required to nmy 
develop and collect data to Include otocoine measures in Us monturtng sysum. ^ee 

m- n .) 

As It did In its Orst two tepons to the Congress, VA plans to use Indtvldusls saved 
end the dollars expended for their cate as Us measure al capadty in Us final report In 
1908. However, trtten outcome measures are devd^ied, VA plans to measure cqiadiy 
using <»ly the number <A indtvlduais treated in qiedallxed units. While VA win continue 
to collect Information «( costs and expenditures for apedat chsaMllty progtama, tMa 
information win not be used to measure esgtadw. 

unwB BBiiaM jr. TOPnmiATidw wgmm 

VA la working to develop more reliable Information on tta apedal dlaabiltty 
programs.* However, we and others are concerned about the rdiabUtty of VA's data and 
VA eSbrts to improve K. For example, VA used dUIerent 1996 basdine capadQ' data In 
Us 1907 and 1996 reports to the Congress. (See app. UL) VA reduced all baseUoe 
program expenditure Dgutea In ita 1996 r^ott, with changes rangUig from a Ngh of I66.6 
minion to a low o! 9300,000. While VA attributed theae changes to data refinement, it did 
not provide any specifics in Us reports as to what prompted such reflnementa. 

Baseline expenditures tot the amputee program-whldi VA reduced about 60 
percent (16.6 million) in the 1998 capacity repoit-Uiustrate potential problesta with VA's 
data. According to VA ondata, the reduMon occ ur red beemuae the 1997 report 
Inadvertently inciuded in the amputatlona workload the amputations of toes other than 
the great toe, which Is considered more llkdy to lead to a dlsaUtng coodtlon Chan other 
toe amputations. It seems queSionaUe, however, that ttda would reaifit in bateUne 
expendltute reductions of 60 percent In eadt VISN and aD farllittrs, as VA reported. 

VA's two advlsoiy committees have also questioned the accuncy of VA's data. 
CCSCMI Veterans (ccanprlsed of VA em^oyees) Indicated that data proUems h a mp er ed 
ita abill^ to evaluate VA's c^adty to treat seriously mentally iU veterans and that tt is 
uring other sources of dau to aid In Us asseasnent of capsdty. ACPSDP did not endorse 
VA's 1998 report to the Congress because It believed the costs were <|ueetlonable end 
rslsed ctmcetns as to the overaD accuracy of the report They noted thd otte ttdUly 
showed more than a lOO^ercent increase In (or 16Q taidtviduels treeted for bUnditeee 
frem fiscal years 1986 to 1997, with an Increase of over 92.3 million In expendtturea-from 
966,000 to 92.4 mllUon-or 3,600 percent VA has been uneUe to explain the Increase In 
exftendltures. 

As VA strives to measure congillance with the requlretnenla of secOon 104 of the 
Veterans Health Care Eligibility Reform Ad, It needs to develop more comprehensive data 
and Improve the reUaUlity of existing tnfonnatioa VA acknowleciges the need to Improve 
Us information systems and has several initiatives under way. We will continue to assess 
these efforts as we complete our study. 


Mr. Chaiman, this concludes my prepared remarks. 1 will be happy to answer any 
questions you or other members ot the SubcatimiUee may have. 


‘^edfleaUy, VA devel(g>ed a methodology for identifying qtedal disability program 
padenla frtm existing r^istries and In some instances, creded new regMtles. 
Addltiwally, workloads were defined using diagnostic and clinical iwocedure codes. 
Program costs for ^tedalized inpatient and outpatient care are Identified using VA's Coat 
Distribution repwt 
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APPENDIX I APPENDIX I 

VAS ACTESS MEASURES FOR S PBTT*! niSARn m PROGRAMS 
aPIWAL CORD MJURY-ACtlTR CARE 
Mmtairea 

Wafttnx Ome for transfer of patients to qjtnai cord iiOuty center. 
rtfuiu 

AH patterns requtrinj acute care receive aame^lay transfers to a qiinal cwd Intuiy center. 
Perfonnancg 

In year 1906, 41 percau of VISNs met the goal; In Osca) year 1997, 91 percent met 
the goal. 

SPINAL CORD INJltBY-aEW llRGENT CARE 
Meaairtx 

Watting Ume for transfer of patients requiring seaUnirgent care to spinal cacti Injury 
center. 

Goals 

All paUenis requiring seinlmrgent care receive transfer within 2 weeks of refecral. 
Performance 

In period In which dau was available (July 1997), 89 perc«it of transfers occurred within 
2 weeks. 

SPINAL CORD INJURY-OirrPATIENT CASE 
Measures 

Waiting Ume for an apptdntment fM* outpatient care. 

Goals 

All patients requiring outpatient care rective an appointment within 7 days of referral to a 
^inal cord litlury center. 

Performance 

In fiscal year 1996, 87 percsni of VISNs met the goal; in fiscal year 1997 all met the goal. 

BLINDNESS 

Measures 

Waiting time for admission to VA inpatient Kind rehabilitation program. 

GoaLs 

None spedfled. 
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APPENDIX I APPENDIX I 

Perfocmancg 

In Oacal ye«r 1997, monthly waiting times svenged 27 to 34 weeks and iitCTeaaed in ll of 
12 months over fiscal year 1996 waiting times. 

MeMiirwt 

Waiting time for admission to a deslpiated traumatic brain injuiy bed. 

Qggjg 

None specified. 

PeifMmance 

In fiscal year 1997, waiting times to Inpatient care ranged from 1 to 6 days and improved 
over fiscal year 19M perfwmance in 12 of 14 VISNs with traumatic brain in)uiy programs. 

TRAUMATIC BRAIN INJURY-OtrrPAnEyr CARE 

MeMUTt-a 

'Ihe number of days to obtain first appointment alter discharge with a rehabilitation 
protoMonal team member in the rtiiMtllltatlon dlnic. 

Goala 

None qjecifled. 

Pertomanee 

In fiscal year 1697, waiting times to outpatient care ranged (Tom 1 to 14 days and 
improved in 8 VISNs that had outpatient programs in 1697. 

Measures 

Percentage of prosthetic orders that are delayed; that is; not processed within 6 wodt 
days because of incomiriete management or adnurustrative actloiL 

Goals 

Delays should not be in excess of 2 percent of total orders (workload). 

Performance 

In fiscal year 1996, 1.3 percent ot all orders were ddayed; In 1997, delays were 0.7 percent 
Of orders. 

SERIOUSLY MENTALLY ILL 

Measiwes 

(1) Percentage of palienls receiving ouQiatient vidts to inimaiy discader within 30 days 
after dlsdiarge. 


7 


GA0-T-l!EHS48^ 






58 


APPENDIX I APPENDIX I 

(2) llie days ei^tsed between discharge and the first outpadent vMt in the 6 months after 
discharge. 

Goals 

None specified. 

Peifoimance 

( 1 ) ‘Dte percentage of seriously mentally 111 patients wtM received outpatient care within 
30 days of dtsdiarge increased from 62.1 percent in 1906 to 62.7 percem in fiscal year 
I997-an Iruuease of 0.6 percent 

(2) In fiscal year 1807, seriously mentally 111 paOenis experiertced a 2-day decrease In the 
number of days from discharge to the fiM ouQ>aiient viMt 

POST-TRAUMATIC STOESS DISORDER 

Measures 

(1) Percentage of patients receiving outpatient visits for the primary disorder within 30 
dws after discharge. 

(2) The days elapsed betwem discharge and the first outpatient visit In the 6 months after 
discharge. 

Goals 

None specified 
Performance 

(1) The proportion of PTSD padenls receiving outpatlait cate Increased 1.6 percent In 
1667. 

® Decrease of about 2 days in the time H took from discharge to the first outpatient 
visit. 
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APPENDIX n APPENDIX H 

SELECTED OUTCOME MEASUTtES BY SPECIAL DL^ iAMIJTV PBOfiRAlT 


Special 

dlaablUty 

pragraai 

DeseriptkM ot outeoaM measure 

Statu 

^^ilnal cord 
<t^8fi]nctlon 

Patient satishcUon survey 

In>plCTWitfil 

Assessment of (uncdcmal status 

Under devekvment 

Dlschatge to commuidty living 

Uitdtf development 

Blinditess 

Patient sadafaction suivey 

Implemented 

Rehabilitation outcome survey 

Testing iRstnnnents 

TVauinailc 
brain injury 

Assesanent of funcdonal status* (perant 
of flfSt'tdniMloo tnunudc teiin in^uiy 
patients dischatged from traumatic brain 
injury networit, and acute medical 
rehabilitation beds to the conununiiyT 

Testing Instruments 

Amputations 

Assessment of functional status (such as 
percent of lower extremity amputee 
patients diachsrged from inpatleni 
rehabUitaikm units to community setting) 

Under devdopmem 

Sertoualy 
mentally ill 

Aasesament of functional status (sudi as 
comparing early and late global 
assessnent of functioning (CAP)* acores 
for each Individual during the year or 
comparing FY 1997 and 1996 scores, If 
only one la available) 

Some are implemented, othera 
are under devdopment; 
software to capture fUitctlonal 
status data estimated to be 
completed by early FY 1999 

PTSD 

Assessment of functional status (GAP 
scores and data such as percent of 
veterans scoring equal or better In PTSD 
symptoms 4 months after discharge) 

Some are im^emented, others 
are under development^ 
software to capture functional 
status data esfrmated to be 
completed by early FY 1999 


(TtbU 


*The Unlfonn Data System for Medical Behabilltatloo criteria squiales placenteni 
outcomes into categories such as community, iMig-tenn care, return to acute tadUly, and 
other. These categories are determined through fuitctlonal assesanent-the percent of 
patlenis maintaining cognitive and physical functional gain at ^ and 12^oi>th foUow-up. 

^GAF rates a dlent's overall functlwung, Including payclwk^ical, social, and occupational 
rating. 


Sources: VA's Rsport to Congress, ] 
program lepons on outctme measures. 


, and several of VA'a {a^imlnaiy 


'Va reports that outcome measures will also facilitate comparisons smong pro^vtis and 
fsdlitles from year to year to assess the progress of special disaUlity prograina In meeting 
goals of quality care. Two to three years will be iec|uired to fully develop and cdlect data 
for all outcome measures. 
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APPENDIX m APPENDIX m 

REDPmOWS IN THE FISCAL YEAR 1996 BASFJJNE EX PENDITURE DATA TOR VA 


SpeeUl dUability 
pn^ruin 

Baaellne used in 
atay 1997 report 
(mllUooa) 

Baseline used is 
May 1968 report 
(■ilUoBS) 

Actual dUferenees In 
baseline 
(pereeatase dlfferencen) 

^>lnal cord 
dytfUnoOon 

UIU 

4168.8 

411.4 

(6) 

Blindness 

4ao 

4a9 

4.1 

(9) 

TrsumsUc brain 

Inlufy 

4.0 

3.7 

0.3 

(0) 

Amputation 

11.8 

6.0 

6.8 

(49) 

Seriously mentally 
lU 

2,136.7 

3,080.2 

66.6 

(3) 

Substance abuse 

697.3 

67&9 

21.4 

(4) 

Homeless 

79.1 

76.0 

4.1 

(6) 


lOOJ 

96.7 

1.1 

(1) 

1 PTSD 

103.0 

101.9 

2.0 

(2) 


Source: VA Repon to Con^eao, MalntaiiUM r.«n«rttv tn Provtrig for the 
Tr««nnnt «ni1 tUhahlUimw NMda of niMhU^ 


(406146) 
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Testinwny of Richard A. McConnicfc, Ph-D.. m Bdialf of ihe Commitiee on Care of 
Severely Chronically Mentally UI Veterans, heiore the U. S. House of Representatives, 
Committee on Veteratta AfUrs, Subcommittee on Health, July 23^. 1998. 

Public Law 104-262, Ihe Veterans Eligibility Reform Act of 19% established the 
Committee on the Care of Severely Chroine^ly Memally III Veterans and requires the 
Committee to monitor the care of seriously mentally ill veterans throughout VHA. The 
Committee on Care of Severely Chttmically Mentally HI Veterans is broadly concerned 
with trends in VA'scapacilyto provide care for seriously menially ill veterans. For the 
purpose of its work the Committee defined Ihe pertincrit population of seriously mentally 
ill veterans as: 

Veterans who currently or any time during the past year, 1 ) have a diagnosed 
mental, b^vioral or emotional disotder of sufficient duration to meet Ihe 
OiaKPOstic and Statistical Manual of Mental Diaoiders (Founh Edition) criteria 
that 2) resulla inadisabihiy i.e., a functional impaiitnenl that substantially 
interferes with or limits one or more major life activitia. This definition would 
include adults who would have met these critoia during Ihe year without the 
benefit of treatment or siqrpon services. 

The above definition correqionds to the ime contained In the Federal Regstcr . Vot. $8, 
No. % of May 20, 1993, A vaiiety of fcileral agencies <e.g. Public Health Service. 
National Instiluie of Mental Health) drafted tUi defiiulion. thus the Committee's 
definition is consistent with the national consensus. This definition also forms the basis 
for large national epidemiological studies. 

The Public Health Service estimated that 6.4K of the adult pi^ation meet this 
definition. Extrapolating this prevalence rale to the vcienns population, approximately 
1 .739,754 veterans meet the definition. II is estimated that approximately 2%,842 
disabled seriously mentally ill veterans use VHA service in a given ye«r. 

On the advice of the Cwnmillee, VHA has also tiopiei this as the working definition for 
the seriously mentally ill referred to in Public Law 104-262. Section 104. The Committee 
has reviewed the report of the Secretary of Veterans Affoin on Maintaining Capacity lo 
Provide for (he Specialized Treatment and Rehabilitative Needs of Disabled Veterans. 
The report to Congress moniton, among other special populsUona, the care of veterans 
with serious mental illnesa and Post Tiatenatic Stress Disorder. Homeleas veterans and 
veterans with substance abuse disorders are Included within the caiegoiy of terious 
mental illness. It is most sppropriaie that VHA provide ^nclal onphasis to the care of 
veterans withseriousmentd illneesand Poet Traumatic Stress Disorder. Psychosis and 
Major Affective Disorders ate seriously disabling conditions that are among the moat 
common disablingconditkHisadjudicalediobetelaiedlo veterans' time in service. 
Combat rriated Post Ttaumstic Stress Disorder goes to the very core of the primary 
mission ofVHA, lo care for veterans who have sustiiocdinjuiy and disability while 
serving and protecting (heir country. 

While for the sake of reporting, these virious mental disorders are presentad separately, it 
must be noted that such separation is quite aibitraiy. As many as 60% of veterans with 
combat ralsted post traumatic stress disorder also abuse substances. The abuse of 
substances is a common tvoidanGe reaction fm veterans attempting to cope on their own 
withtheaftermalhofseverecombatidaiedtrauma. Similarly detailed assessments of 
veterans presenting for substance abuse disorders often uncover previously undetected 
traums disorders. Increasing numbera of payebotic and affective disorder patients are 
diagnosed with concomitant substance abuse disorders, again often related to ill-advised 
sttempts to sdfmedicale for the severe symptomatology associated with tiiese disorders. 
Homdessness for veterans of the aimed services is cloady related to the presence of a 
mental disorder, It has been estimated that between I SO.QOO and 200,000 veterans are 
living in shelters or on die streets in American cities. 

Homelesmess impacts the overall cate of veterans, psrticulariy the care of seriously 
mentally ill veterans. A recent survey of over 17,000 veterans hospilalized in VHA 
facilities found that rates of homelessness varied fican a hi^ of 47.2% for those in 
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substance abuse treabnent, (o 24.3H for those being treated in general psychiatric units, 
and 4.7H of those being treated in medical and surgical beds. 

The country, and its repre s entative in the Congress, have much to be proud of in its 
repotise to die needs of veterans with serious mental illness and post traumatic stress 
disorder, in the past fifteen yean, with the urging and over-site of Congress, VHA has 
expanded its treatment capacity for veterans with Post Traumatic Stress Disorder, 
substance abuse attd accompanying brandessncss. VHA has also begun the difficult and 
potentially perilous process of moving the venue of treatment for the most aetiously 
mentally ill from institutional to community based care. VHA clinical, educational and 
research pro g r ams in all these areas are inicmationilly acknowledged. VA’a 
contributions to the knowledge base, particularly for Post Traumatic Stress Disorder and 
substance abuse have been uiqtaralleled. 

Thia is a tumultuous time in health care. The search for healthcare value, which 
appropriately balances quality of care with efficieiKy. is driving changes in care deliveiy 
systems. VHA, under the leadership of Dr. Kizer, has articulated a strategy for increasing 
h^th care value, while lonaining focused on the core missioas that VHA must fulfill for 
our veterans. Services for the seriously menially ill are at risk during sudi times of 
change. These patients have diaordeis which are complex, disabling and chronic in 
nature. They adversely affect all aspects of functioning. They require an integrated 
package of treatment and rehabilitation services which often goes beyond the scope of 
more narrowly defined private heellb plans, that are largely designed to address the needs 
of a higher functioning patient group, and only for tiie management of the more acute 
portion of the treatment continuian. It iscriti^ that VHA not lose site of its commitment 
to providing a lull continuum afore for seriously mentally ill veterans, even while VHA 
aitenpta to reshape and improve the ovenll value ofheahheare provided for veterans. 

In pursuing its charge to monitor the care of seriously mentally ill veterans throughout 
VHA, the VHA Committee on the Cere of Severely Chronically Mentally 111 Veterans 
has engaged the active participation of major stakdiolders in accon^idung this task. 

This includes national representatives from Velenns Service Organizations (Paralyzed 
Veterans of America, (he American Legion, Vietnam Veterans of America, Disabled 
American Veterans), and national mental health orgtniztliont (National Alliance for the 
Mentally 111, National Mental Health Association, and Substance Abuse and Mental 
Health Administration). The Committee ofTm the following specific obaervetions on the 
report to Congress on Mtintainiag Capadly to Provide firr the Specialized Treetment and 
Rehabilitative Needs of Disabled Veterans. 

The report operttionelly defines c^wdty es the number of unique seriously mentally ill 
veterans treated for their disabling condition end foe total dollars expended for their care. 
Access la narrowly defined in terma of timdiness of access to outpetieni services 
following a hospilalization. The letection of foeec operational definitima was constrained 
by availability of national diu on seriously mentally ill vetoans in the centralized VHA 
administrative dsta bases. It must be recognized (hat the cufToidy available data is 
inadequate to comprehensivdy and reliably monitor VHA 'a efforts to Ruuntein cqrecity 
for these disabling conditions. VHA is attempting to move towards foe addition of 
patient specific fiinctiona] measures, which would add an important dimenaion to (he data 
base. Progress has been made in this regard frrr foe moiially ill. This includes (be 
system-wide mandate to uae the Addiction Severity Index, a VA resear c h program 
developed, widely utilized fimetionai assessment tool, for all patients with a substance 
riruse foagnoais, and the General Assessment ofFunctioning. a short fimetionai 
assessment tool for all gesteral moiul health patients. Neverthdess, titese new data 
elements will not be sufficiently mature to use in analyses of 1 998 perfnroance. 

The data presented in the 1997 report foow a national increase of 1% in tiie number of 
veterans with serious mental iilnm in getteral, and post traumatic stress disorder ss 
compsred to 1996 levels, h must be acted thst foe rqiort does not include foe sppropriate 
demmiinator of the total number of veterans provided service in those two years. From 
1996(0 1997 there was a 3.8% iotTcasein all vetsans served, a rate fiw greater than the 
changes for seriously mentally ill or post traumatic stress disorder. From 1 996 to 1 997 
the total number of veterans receiving some mental bealib service did incresse it a rate of 
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4.S%. Tbe saiously mentilly ill ve « sutsa of this larger poup of paioita. The c^racity 
repon shows that the number of seriously mentally ill substaoce abusert receiving VHA 
care actually dropped by 2% fiom 1996 to 1997. 

This relative slower growdi, or decline in the case of substance abusers, in the number of 
seriously titeolally ill and post traumatic disorder patiaits cannot be simply attributed to 
lack of oppommity to provide care to seriously mentally ill veterans. If we consider the 
VA’s hi^iest coogressioiially mandated priority, veterans who are service eonnected for a 
mental disorder, in 1997 VtU provided at least some care to only 38.6% (1 7S.6I3) of 
these service connected patients. Rates arc higher for the subaes who are service 
connected for psychosis (48.9% ulilualion) titd post traumatic stress disorder (61, 7% 
utitizalion), but even for these Ugiier use groups there are large numbers of seriously 
mentally ill veterans not being treated in VHA. An analysis oftbeutilialion rates by 
VHA Networks, shows significant vatiabiliiy in foe utilization of VHA services by 
velaans service connected for a mental disorder (32% m 42%). Only 8% of foe total of 
low incoine and service connected veterans used VHA mental health services natfonally. 
F ut foetm ore a ftne-gnined uaiysis of utiliation rates by county, conducted by foe 
Committee in two sample Networks, iadicales that rates within a Network vary widely, 
largely related to the distance foe veteran Uvea from a VHA access point 

The capacity rcp«t shows a decline in foe expenditures on the care of seriously mentally 
ill veterans of 3% and for post traumatic stress disorder of 7%. Expenditures for 
seriously mentally ill suhstanee abusers actually declined by 20%. This decline must be 
compnr^ to a S% overall increase in fimding for VHA aervices during foe same period 
of time. These detressed expenditures are in all cases the result of decreases in ii^iatient 
care. This is reflected in a 1S6I raduction (28.9%) in foe numberofseriously mentally ill 
veterans who had an inpatient length ofstay greater than 100 days in 1997 as compared 
to 1996. This decrease in inpadenl care reflecu the efforts of VHA to dcinsbnitiofialize 
chronicslly meiuslly ill hos^lalized patients The numbo of substance abuse patients 
teceiving sn inpatient stsy declined by 37%. This decline reflects the closure of msny 
inpalieni subsiaitce ibuse tresnneni units. 

The Cominittee is suppoitive of both the deinsbiutionslizatioo of chronically mentally ill 
patients snd the movement towards increased reliance on intensive outpalieni and 
residential treatment ^pcoaches to the treatment of substance abuae. If accomplished 
appropriately, such efforts esn increase the value of moital health services. The aviilsble 
dM bowevs, esuse grave concern aa to whether such a tranaition is being effoctivety 
maruged thmu^ut VHA. While the ap propriate community managerrtent of formerly 
institutionalized chronically, saiously mortally ill patients does require foe commitment 
ofsignifiesnt resources, a oumbo of studies, including a large muiti.site VHA research 
study, show that such care is appcedably less expensive than inpatiart institutional cate. 
Likewise, evai intensive outpatieni substance abuse treatment with residentU] care when 
appropriate, ia significantly leas expensive than inpatient care. Consequently, it would he 
expected that foe transition from inpatieni deKvesy systems would result in the ability to 
treat significantly largo numbers of foe current, hi^ priority saiously mentally ill non- 
users of VHA services. The narional data clearly establish that the reductioa in inpatient 
care has resulted in a reduction of funds expended, but has not resulted in any increased 
penetrance into the unmet demand for services among the seriously mentally ill. 

Of equal cemeem to the Committee, n the large variation among Networks m measures 
of capacity for the saiously mentally tIL This variation is most evident in foe access 
measures in foe rqnit, which ate in foct measures of foe cotlinuily of care provided to 
previoualy hospitalized patients. Measuring the use of outpatient services following an 
■npaoeot diech^e for mentally ill ptticnla ia consistent with foe non-VA sector. This is a 
commonly used measure for the continuity and quality ofcoc provided for the mentally 
ill. For example, it ia a Nalioaal Committee for Quality Assurance (HEOIS 3.0) measure 
for some mental health sub.populatfons.Tber^ionaldiflaences in the change, from 
1 996 to 1997, in foe continuity of cate provided to the seriously mentally ill varied from 
+ 11.3% to -6.1%. The chsige in the coodnuity for substance abuse treatmeffl varied even 
more, from +16.0%lo -15.8% across networks. The two nOwocks with foe largest 
decremortal performance in continuity for substance drtise treatment also showed drcqis 
in the numba of patiaus saved and the dollats expended. The borodess subsa of the 
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seriously mcnully ill showed eveo larger variations in continuity of care (+22fi to -26H) 
across networks. 

Finally the CommiRee is concerned with data that is not included in die cuirenl capacity 
repon. Existing whninistrative data bases do not indicate whether an adequate array of 
services are in place to successfully reiotegrale soioudy moually ill patients into the 
community. The rapid deinstitutioiiaJiaation of seriously moitaJly ill veterans needs to be 
accompanied by die development and dqiloyinenl of community based services. A 
substantul body of literature, including connoUed trials, establishes the efficacy of 
community support intoventlMis hv mainiainlng die seriously mentally ill patient outside 
of an institulic^ setting. These interventions mobilize the resources necessary for the 
patimt to fttnction in tbe community, assure that the padail stays connected to these 
resources, and help padents to luncdon effectiveiy in the community. Assertive case 
management is the core of treatmeiu. The case manager works intensively with the 
patient to build, restore or strengthen support systems, assists in meeting basic human 
needs, and provides assistance in securing supportive bousing Through a number of 
randomized trials and non-experimental cliiti^ trials, tesearcb supports the conclusion 
that such programs produce positive results. These results include reduced use of 
psychiatric inpatieal services, increased use of non-hospital based services, greaia 
irulepei^ence in living and reddential stability, increased padait sadshetion, and in 
some cases, lowo treatmau coals. 

in FY 1997, there were 44 inloitive community case management programs in VHA, 
largely funded from mental health expansion fiinds distributed following Congressional 
hearings held in 1993. These hearings highlighted VHA’s lack of community-baaed 
programming for the seriously mentally ill veteran. Last year the Committee 
commisaioned a study of the current status of intensive oMniminity case managemern 
programs throughout VHA. Dc^te the accderaied deinstitutioiialization of seriously 
mentally ill veterans, there had been little growth in the number of these programs in 
VHA . Over two-thirds of VHA bcililies still do not have community case management 
services for the seriously mentally ill veteran, including more than twenty of the largest 
metropolitan areas in the country. As with other measures there was marked variability 
across the VHA system in the existence of such clinioal programming. 

VHA has begun the devel^meni of an array of community based outpatient clinics. 
These clinics provide access points fes veterans who live in areas not previously serviced 
by VHA. Most of these clinics are targeted for geographic areas where the utilization of 
VHA servicaa by aervice connected and high ptiwity eligible scnously mentally ill 
veterans is low. As of Jinuaiy 1 998, 1 44 community based outpedent clinics had been 
approved by Congress. Less than 40S of the clinics implemented or approved for 
implemenution included basic mental health services. These clinics afford an ideal 
opportunity for VHA Co maintain its tradidoatl commitment to the care of the seriously 
mentally iU by udliztngapottioaofdK funds being saved through inpadent reductions to 
provide ou^edenl care for seriously mental ill veterans near to where they reside. The 
Committee is co nce rned that so few of these clinica are to include mental health services 
for the seriously mentally ill or for padents with post tiaumadc stress disorder. In late 
1997 VHA policy was amended to require an assessment of the ap propriateness of 
providing mental bealdi sarviccs at all new community based out^dent climes. 

Hopefully this will result in wider access to VHA services for the seriously mentally ill. 

Adequately tracking the impact of Eligibility Refonn Lcgisladonon the VHA's 
commitment to the caic of soiously mentally ill veterans and veterans with post 
traumadc stress disorder require much more sophisbcaled and CMnprdtostve data than is 
available in the current report to Congtesa. The demsdtudooalizBtion of the seriously 
mentally ill, and other major shifts in mental health deliveiy systems are complex, 
muldvariate pbetKrmenon. InfonTtadonontheavatlabililyofintervcndoaswith 
demonstrable effeedveness, on the retention in ongoing community treatment of veterans 
with serious mcsit^ illness who arc deinsdtudooalized, and on foe furtcdonal arrd 
symptomatic outcomes for padents are critical to a foil assessment of foe impact of the 
chatiges underway in VHA. TheCoremineereliesheivily upon VHA'suadona] metital 
health evaluation centers (foe Northeast Piugiaui Evaluation Center, foe Program 
Evaluation and Resource Caits, foe National Carts for Post Traumatic Stress Disorda, 
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uid (he Senoue Mental Illness Treatmeot. Evahiatioa and Research Center) to extract the 
maximum amount ofdata&om (he current VA data bases, and to conduct focused studies 
to ftHhcT devdop oitical data elemous. The Coaunittee applauds the recoit 
establishment of Mental Illness Research Educsii«i and Oinical Cate Centos, which 
will provide additional data on the care of the sehously mentally ill in VHA. The 
Undersecretary for Healdi has recently lumdted the Quality EnhancetnoH Research 
Initiative (QUERl), which will focus on ten priority disease slates including both 
psychosis/major depression and substance a^ue. The two QUERl centers for mental 
disorders have both targeted improving the quahly of outcome doa on these petients. and 
making such data widely cvailable, as sn important priority. Hopefully the coordinatioD 
and Gonvetgeace ofthcM data coUeetkm efforts srill provide the data necessary to more 
adequately assess the status of the seriously utentally ill veteran in years to come. 
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Mr. Chairman and members of the Subcommiltee, I want lo express my appreciation for 
the opportunity to appear before you this morning to testify on bdialf of the Secretary's Advisoiy 
Committee on Prosthetics and Special Disabilities Programs. We commend you, Mr. Chairman, 
for conducting this important Oversi^t Heating on tb^ extraordinarily important programs for 
our nation's sevoely ^sabled veterans. 

Before discussing the current oversight hearing today, I believe it necessary to recount the 
status of the delivery of Prosthetic Services and the circumstances that lead to an oversight 
hearing conducted by the Senate Committee on Veterans Affairs on June 7, 1990. Veterans 
around the nation were experiencing extreme difficulty in receiving essential esthetic services 
necessary to maximize independent furtctioning in a timely manner. Additiotially, the VA 
Rehabilitation Research and Develoi»nent Service (RRAD) was also experiencing acute 
managerial problems resulting in a very dysfunctional service. The Senate Committee, after a 
special investigation by a staff m e mber 6om the General Accounting Office (GAO) scheduled 
the Oversight Hearing mentioned above. 

During the course of the Hearing, titey identified many problems that contributed to the 
tong delays in providing timely high qu^iiy service to dis^led veterans both in prosthetic 
services and within the special disability programs as well. The Deputy Secretary of the 
Department of Vewans Affaiis (VA). Mr. Anthony Principi was (he witness for the VA and 
all the relevant program directors accompanied him. 

The Hearing revealed, what veterans already knew. An unconscionable waiting time 
existed to receive prosthetic services. Often they were denying these services altogether because 
of a reported lack of sufficient funds. It became clear ftinds that VA Central Office (VACO) was 
allocating to the local facilities were being used for purposes otha than providing prosthetic 
services. Additionally, Prosthetic attd Sensory Aids Services (PSAS) ^gram officials within 
VACO were not able to track funds allocated to the local focilities because of lack of appropriate 
staffing and technology. 

Directors of the special disabilities programs also testified regarding (he negative impact 
the long delays in delivery of prosthetic services were having oo their programs. Further, several 
program directors reported on very long waiting times for admission to their programs. For 
example. Blind Rehabilitation Service (BRS) reported that several Blind Rehabilitation Centera 
(BRC) around the country, requited that veterans wail up to two years for admission to the 
program. Contributing to these long delays was lack of staffing and insufficient facilities to 
manage the demand for service. 

Mr. Chaitman. the Oversight Hearing resulted in dramatic changes in delivery of these 
essential services. Funding for prosthetic became centralized. A sigmftcant number of new 
prosthetic representative positions were added across the system. The Advisory Conuninee was 
chartered and tasked with reviewing these special programs and making recommendations to the 
Secretary of VA and Congress to insure (be provision of high quality timely services to our 
nation's severely disabled veterans. Another beneltl resulting from the Hearing was (be 
provision of necessary resources enabling the other special disability programs to operate at 
optimum levels reducing the uoctKiscionable backlogs for service. 
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With that background in mind, Mr. Chairman, the Advisory Conunittee held it's first 
meeting seven years ago this month. I have the privilege of representing the Blinded Veterans 
A$sociati«i (BVA) on the Commiciee since its inception aod have served as its Chairman for 
past year and one half. The Disabled American Veterans (DAV) and the Paralyzed Veterans of 
America <PVA) are also permanent members of the Advisory Committee. Many distinguished 
Americans from a wide variety of {m>fessional disciiriines have served on the Advisory 
Committee. All of the members possessed the professional knowledge, expertise and experience 
critical to formulating objective, thoughtful and reasoned assessments and recommendations. In 
almost every instance, recomtrtendatioos made by the Committee in foe first few years were 
accepted by VA management and im^etitenied swiftly. Dnmatic improvements were observed 
almost immediately. Outcry from disabled veterans regarding frustrations with the inability to 
receive prosthetic services in a timely manner diminished with foe implementation of Centralized 
Funding of Prosthetics. Significant improvements were also noted in access to foe other special 
disabilities programs. The Advisory Committee meets twice yearly and during each meeting 
receives reports from foe special program officials. Some recurring themes have persisted 
throughout foe life of foe committee and are deserving of mention here. Since its inception, 
centralized funding was targeted for change. Managers in foe field resented loosing those dollars 
and their discretion to use them for whetever priority they believed to be most important. 
Throughout foe past seven years, foe Committee has strongly st^ported centralized funding for 
Prosthetics. We continue to believe it is the most effective means for providing timely, high 
quality prosthetic services. 

With foe implementation of Dr. Kizer's “Viaion for Change" and foe reorganization of 
foe VA Health Care system into 22 Veterans Integrated Service Networks (VISN), the decision 
was made to decentralize prosthetic funding to the Network level. From there foe prosthetic 
dollars would be allocated to the local facility level based on what ever fonnula foe Network 
feels appropriate. During foe past year, foe Committee has received reports that due to 
insufficient funding levels, serious proUems for foe delivery of esthetic services were on foe 
horizon. In foe second quaiter of this Fiscal Year, foe delayed order report submitted to PSAS in 
VAHQ revealed over 8,300 delayed orden. Further it Is anticipated th^ delays will increase in 
foe foitd and particularly foe fouifo quarter. The reason given is that in an effort to minimize 
delays, prosthetic services at foe local level have been bwrowing against their next quarter 
allocation so as not to run out of funds. Now that they are in the fourib quaiter with no future 
quarter to borrow against, serious shortfalls are projected. Dr. Kizer advises VSO leaders that a 
cash reserve exists in VAHQ. Network directois h^e repeatedly been advised that should they 
need mwrgency funding for whatever purpose they should request such assistance from VAHQ. 
He has indicated that no such request has come forward because of funding shortfalls in 
Prosthetics. 

Given this scenario, foe Committee has serious concerns regarding how well the Network 
allocation methodology is working and the degree to which effective communication exists 
between foe frcilities, Netwwks and VAHQ. Three VSO membCTS of foe Committee, including 
myself, had foe opportunity recently to meet with many of foe Prosthetic Representatives during 
foeir National Training Seminar with Spinal Cord Iqury (SCI) program clinicians. Please see 
foe attached letter I forwarded to Dr. Kizer regarding our findings and concerns. 
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Based on alarming information received during (be Prosthetic Representative meeting, it 
appears that Prosthetics Service is revisiting the past as a result of the decentralization of 
funding. While funding was considered to be an important issue, many of (be Representatives 
believe the most critical issue is staffing. They argued they just did not have sufficient staffing 
to manage the increasing workload they are all confronted with. Further contributing to this 
problem has been the reorganization and realignment that has taken place in (he field. Either the 
Prosthetic Services have been eliminated altogether with the functions reassigned to Acquisition 
Service or they have experienced reductions in (he numbers of Purchasing Agents assigned to 
PSAS. In some cases, the Prosthetic Representative or Chief position has been eliminated or 
when a vacarKy has developed it is filled with an individual who has no professional credentials 
to fill the position. All Chie6 reported significant increases in workload resulting from passage 
of the Eligibility Reform Act. Unfortunately they have not received proportional increases in 
staff to manage this increasing workload. Even more disturbing were allegations that some 
chiefs were told they were not to repoil delayed oideis nor to indicate that funding was a 
problem. Even more disturbing is that a few chie& reported that delayed order reports they had 
submined to management were altered to reflect fewer delayed orders. The implication being 
(hat facility directors were afraid to report delays or funding shortftlls for fear of being marked 
down as not meeting their performance standards. Consequently, if Network Directors are not 
receiving the appropriate reports indicating the need for additional funding, they will not make 
such requests VAHQ. This also raises questions as to whether similar behavior could be 
occurring at the Network level, that is Network Directors are not making requests for additional 
funding for fear of criticism for not being good managers. 

Mr. Chairman, if reports are being falsified or not being submitted at whatever level of 
(he organization, it must be stopped immediately. Behavior such as this cannot be tolerated. It 
must also be noted here the p ercep ti on of those of us who had the oppoitunity to meet with the 
Prosthetic Chiefs was one of extremely low moiale. Extremely low morale was attributed to 
sheer (histrmtion in not being able to provide the high quality prosthetic services essential to 
disabled veterans. Further they believe (heir professional expeitise is being ignored or 
discounted in favor of reducing the cost of providing services. 

The revisitation of past problems can be seen in the reorganization and restructuring of 
PSAS In the field as well as in Headquaiteis. One of (he single most important outcomes of the 
Oversight Hearing was the provision of many new Prosthetic Chief positions in the field. That 
action resulted in more efficient and profession^ delivery of clinical snvices to our nation's 
dis^led veterans. Staffing levels in Headquarters were also increased facilitating more effective 
monitoring of activities in the field as well as compleiiiig a mandated number of site visits each 
year. Latest trends in the field are to dismantle PSAS reassigning many or all of their function to 
the Office of Acquisition and Material Management with an apparent disregard for the 
professional skill, knowledge and expertise possessed by these rejMesentstives and their staff and 
necessary for the positions. At one ^lity, San Francisco VAMC, the entire PSAS staff from 
the assistant chief down were realigned under Acquisition. The chief was given a new title and 
has no involvement with Prosthetics whatsoever. This is a man with 25 years experience in 
Prosthetics. 
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Another aiAnagement decision ihnt has negatively impacted PSAS as weil as some of the 
other special disabilities i»ograms in the field was the decentralization of many personnel 
functions, particularly hiring. The Committee has learned that when vacancies developed, such 
as the Chief, die positions are crnly announced locally, if at all. This prevents any opportunity for 
others around the system to apply. This is an unfortunate practice, especially in prosthetics given 
PSAS has a national prosthetic repiesentalive training program. Similariy, Assistant Chiefs 
within the system with valuable experience, will not be able Co ap{dy for these vacancies. If 
these trainees do not have an opportunity to apply for vacancies there seems to be little point in 
the training program. The objective should be to employ the most highly quatihed individuals to 
fill these vital positions. Similar shifting of programmatic functions has bran experienced within 
the BRS, specifically Visual Impainitent Services Team (VIST) coordinator positions. These 
posititHis have been reduced ftom full time to part time with the duties being reassigned to an 
existing staff social worker. This has occurred at three facilities, two in one Network. Following 
intervention from Deputy Secretary Gober. one changed its decision and has filled the position 
on a full time basis. 

Turning to the staffing of PSAS within VAHQ, Mr. Cbaiitnan, the staffing has been 
decimMed by either reassignments, buy-outs or retirements. None of these positions have been 
approved to be filled. The service is left with only two highly qualified prosthetic managers. 
They no longer can conduct site visita as mandated by the Oveisight Hearing of eight years ago 
and can barely monitor prosthetic activities in the field electronically. On the positive side, the 
Service has been successful in develc^ing a very powerful electronic system to capture important 
data regarding the type of prosthetic device prescribed, its cost and the timeliness ofdeliveiy. 
Unfortunately howevei, their ability to use this tool is being compmnised for lack of qualified 
staff. Given these scenarios, our Committee questions whether the decisions made in (be field 
are driven more by cost savings rather than quality. 

The Advisory Committee is pleased with the substantial improvements in the RR&D 
program throughout the past seven years. Although there was a significant delay in filling (be 
vacancy created in the Director's position with the letiremcnt of John Goldschmidt a year 
ago, there afq>ears to be a genuine ctKiunitment on the part of the Chief Research and 
Development Officer. He has pledged not only to protect btit to expand the program. Two 
additional Centers of Excellence haw been established without new funding. Research and 
Oevelt^iment activities seem to be p rogre ss ing in a variety of relevant areas. The Committee has 
expressed serious concern over the years about pr^oaals to organizationally realign the RR&D 
Service under the Research & Oevelc^ment Service. Our concent centers around the fear that 
RRdtO dollars would be swallowed up by medical research priorities leaving litUe for EIRAD 
projects. This actually occurred in dte past giving the committee pause each time the proposal 
surfaced. The Headquarters reorganization impleiiienied by Dr. Kizer has accomplished that 
realignment and thus far appean to be working without negative intact on RRdtD. ft clearly 
requires a close monitwing, should personalities or priorities change. 

Mr. Chairman, the reorganization of the Veterans Health Administration (VHA) into 22 
VISNs has raised stHtie concerns for our Committee regarding the potential this oiganizational 
structure presents for the Special Disabilities Programs to loose their identity as national 
programs. 
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Programs such as Blind Rehab and Spinal Cord Injury an high cost programs and 
therefore seem to attract the attention of the budgeteers and number crunchers as the most likely 
targets for cost savings. Consequently, staffing standard guidelines and models of service 
delivery ate being challmged. Decisions are being made without the critical input of the 
program Subject Matter Experts. Contrary to Dr. Kizer’s guidance, programmatic decisions 
being made in the field are being made in the absence of consultation with program officials In 
Headquarters. Bed days of care seems to be the over riding concern for these local officials 
regardless of the impact on quality of care. PVA reports its findings that significant numbers of 
SCI FTEE positions have bMn eliminated thus reducing VA capacity to delivery SCI Services. 
BRS reports that in at least two lacilities staffing reductions have rented in the inability to 
operate all authorized beds. In another facility, a proposal has been submitted to close IS beds. 

In all these cases, it would appear VA is violating the legislative mandate to maintain it capacity 
in providing rehabilitative services to disabled veterans. In fitci. Mr. Chairman, our committee 
refused to endorse the Capacity Report submitted to your Comminee earlier this year. The 
committee believed the data was flawed and conflicted with the data possessed by the individual 
programs contained in the report. It appears that the differences in which these programs are 
being organizationally aligned across the system is presenting some problems viith regards to 
data collection. VHA seems to be moving in the ri^t direction in terms of developing and 
implementing the state of the art technology providing the ability to collect accurate data. The 
Advisory Committee is not confident they have resell^ their objective of rolling up accurate 
reliable national data. 

This is critical given Dr. Kizer's desire to have all management decisions be data driven. 
Mr. Chairman, as you kmw, the ERA requites the VA to consult with our Committee during the 
implementation phase of the Eligibility Reform Act. VHA has consulted with us as they 
attempted to define the terms utilized in the legislative language such as capacity, enrollment and 
uniform benefits package. They have also met with us during our scheduled meetings to brief 
the Committee regarding the status of the Capacity Report to be submitted to Congress. Our 
Conunitiee consulted primarily with the working group of the Steering Committee appointed by 
Dr. Kizer charged with developing recommendations to the Under Secretary regarding the 
definition of capacity. Includ^ in those discussions were dte definition of resources as they 
applied to capacity. Initially, there were significant differences between the working group and 
our committee. The working group did itoi believe the number of beds or FTEE should be 
iiKluded in any definition of resources. They believed dollars should be the only criteria. As 
with the overall transition from inpatient acute care to outpatient managed primaiy care, (he 
members of (be working group seem to feel cost savings realized by providing service on an 
outpatient basis is more important than the outcomes derived from inpatient or residential 
pograms. Ultimuely, the recommendation was made to Or. Kizer to include a definition of 
resources (bat contained dollars, beds and FTEE. The only caveat however, was (hat beginning 
October 1, 1998 that definition would change to include ntly the number of unique veteians 
served and outcome measures. 

Each of the special programs are in the process of developing outcome measurement data 
collection Instruments. They have not yet had sufficient lime to test, refine and validate these 
instruments. Until this process has been completed, the Committee has strongly recommended 
any change IN THE DEFINITION OF RESOURCES BE DELAYED. We believe this 
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recommendation will be implemeoied but it does not appear die programs in the field are yet 
aware of the change. 

Other programs that have been dramatically impacted by the Eligibility Reform Act 
legislation and organizational realignment in the field of Optometry as well as Audiology and 
Speech Pathology services. Each of these fields have experienced significant iitcreases in work 
loads without any appreciable increase in staffing to help refund to the workload. Here again, 
there is little uniformity or consistency across the system, making it more difficult for program 
managers in Headquarters to monitor their programs. Audiology and Speech Pathology are 
splitting in many local facilities or Networks further complicating monitoring by Headquarters. 
Both of these services place an iiKreasing workload and funding pressures on Prosthetic Service. 

The restructuring of the special disabilities programs in the field continues to present 
problems for these programs. While it may be beneficial to reconfigure the organizational 
structure as VHA transitions to a Managed Primary Care Model of health care delivery, it is not 
clear how these special programs fit into this model. Most of these programs are unique to VA. 
If not unique than VA is the piemler provider of these services and comparable services are not 
readily available in the community. In the past, these services reported directly to the medical 
center Chief of Staff or the focllity director. Now in many instances they report to product line 
managers or seme other layer of management further from the key decision makers at the 
facility. The logic of bow seme of the programs arc assigned to a particular product line also 
makes little sense in terms of service deliveiy. While the Under Secretary for Health and all his 
top management officials verbalize strong support for (be special disabilities programs, this is not 
always reflected in decisions being made in the field. It is cettainly plausible, given the 
magnitude of the changes taking place in VHA. but there is a lack of communication between 
various elements of the organization. Critical decisions impacting special programs should not 
be made in a vacuum or to satisfy one lower level management team. 

The final area that causes the Committee great concern is (hat of national education and 
training programs. In the past an element of VHA known as the Rdiabilitation Education 
Program (REP) cowdinated and funded all aspects of national training programs. Now the REP 
has been consolidated into ■ new organizatiMial entity known as the Employee Education 
Program. This new entity continues with the coordination and planning fonccions but the travel 
dollars that allow em[doyees to travel to these programs is now decentralized to the Networit and 
local level. Each program director in VAHQ is very worried that sufficient travel dollars will not 
be available which prevents their employees from attending critical education at>d training 
programs. The recent training progr a m conducted by PSAS and SCI may provide some 
indications as to how well this new pr o c e ss works. A number of Prosthetic Representatives were 
unable to attend for lack of travel dollars at their focilities. Others could not attend because their 
work loads did not pennit. If they lake a week oS to attend the training, they would foil 
hopelessly behind resulting in delayed orders. Granted it may be too early to make critical 
judgement regarding the new mganization and process for carrying out education and training 
within VA. but it cenainly bares close monitoring. 
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Mr. Chairman, the changes that have occmred in VHA have been truly |Mofbund and 
there is rto question all that Dr. Kizer envisimed has not yet been accomplished. Further there is 
no question that modem methods of practicing medicine dictate the changes currently being 
implemented. These changes are driven by constrained budgets and flat lined appropriations. 

The fundamental question for this Committee is how to integrate these very special programs and 
services provided by VA that may not lend themselves to the ambulatory mo^l of service 
delivery. If there are more cost efficient models for service delivery, they do itot appear to be on 
the immediate horizon. Consequently, decisions regarding programmatic changes must be made 
in consultation with Headquarters program officials. Further substantial changes in delivery 
models should not be made until alternative models have been tested and deteimiited by outcome 
data to produce the same high quality outcomes the current models are achieving. 

Thank you Mr. Chairman, that concludes my testimony. 1 will be pleased to answer any 
questions you might have. 
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July 13, 1998 


Dr. Kcnoeth W. Kixer 
Uuder Secretary for BeaHb 
VA Ceotral Office (!«» 

810 Vermoot AreBue, NW (Room 800) 

Washinglm. DC 20420 

Dear Dr. Kizer: 

As you know, I hare the priTilctc of chairing the Adrisory Committee m ProoUtctics and 
Spedal DisabilJdcs Programs, and I want to report to you on a recent Add bearing bdd by 
tbe Committee. We leaned of a natioDal training program scheduled for Prootbetlc 
Representatives, Physical Medicine and RehaMlitation, and Spinal Ord Ihinry. (SCR 
treatment teams during tbe week of June 22, 1996 bi Orlando, Florida. Tbe Committee 
beiiered this would proride an eacePent opportunity to meet wttb Prosthetic Representatira 
to obtain a status report on Prosthetic Serriccs. 

In other forums, Veterans Serrice Organisations representatiTes, (VSOs), to tbe Adrisory 
Committee bare reported anecdotal Infonnailoa suggesting serious funding problems exist 
in the field, ns manifested by a dramatic Inercase in the number of delayed orders In the 
second quarter of FY1998. Unfortunately, ekber tbe lack of funding or scheduling did not 
pennit other members of the Conmiittee to attend this national training program. In 
addition to myself however, Mr. Jerry Steeiinan frim the Msabled American Veterans, 
(DAV), and Mr. Rkk Glodfdty of tbe Paralysed Veterans of America, (PVA), were able 
to attend the Held hearing. 

Dr. Kiter, we want to make you and your senior management staff aware of a number of 
important Issues that surfac^ during the field bearing: 

1. While there was a dear consensus that serious funding shortfalls were a problem, this 
was not the most important issue for these prosthetic representatives. Most Indicated they 
have been forced to borrow against the following quarter In order to provide tlmety 
prosthetic services. After June 30, 1998 however, there win be no quarter to borrow from 
and this raises serious concerns. Nearly aD have been told they are not to have delayed 
orders and wiU find themselves against the wall in lems of funding in tbe last quarter. 
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2. The most signirkani issue for the vast m^jorit}' of those prostiMic representatives 
present was the 

lack of sufficient staff to manage eRiciently the current work load. During a period where 
Eligibility Reform has caused a dramatic increase in their work loads (by 25 to 30 per 
cent), most have experienced staffing reductions or restructuring that have negatively 
impacted their ability to process prosthetic M-ders in a dmely manner. Many Prosthetic 
R^resentatives indicated substantial overtime was absolutely required in an effort to 
manage the existing work load and not have to report delayed orders. Not all 
representatives could obtain approval to pay overtime and nearly all relied heavily on 
volunteers, work study students, emnpensated work therapy and others to try and process 
orders and prevent backlogs. These same representatives also reported many volunteer 
hours from tbclr staff, coming in early and staying late attempting to provide timely 
service. 

3. Restructuring into product lines or other organJaational realignments have resulted in 
PSAS nearly being eUminated in some cases. In those cases, responsibilities transferred to 
Supply Service. Often Prosthetic PA posllions have been eliminated with tbrir functions 
being assumed by Supply. At one statloo, all the PAs as well as the Assistant Chief were 
reassigned to Supply while the Chief was given a new title, Marketing Manager with 
virtually no invedvement with Prosthetics. This individual has 25 years experience In 
ProsthMks but Medical Center management has chosen not to take advantage of his years 
of professional knowledge, expertise and experience in this critical clinical discipline. 

n’lor to being realigned into product lines. Prosthetic RepreseDtatives bad direct contact 
with the Facility Director at least annually when management briefings were conducted. 
Since being reorganized, these representatives find additional layers of management 
between ihcDiscIvcs and the Medici Center Director and in most cases no longer have 
management briefings and direct access to the Director this opportunity afforded them. 

4. A number of nostbetlc Representatives were unable to attend this important national 
training program. Two principal reasons were given: (1) they were told travel funds 
were not available for them to attend and, (2) representatives were so short staffed they 
felt they could not take a wedc from their services fw fear falling behind causing delayed 
orders. They were especially concerned they would receive disciplinary action should they 
have delayed orders. 

It is important to note here that at least 25% of those attending the program have been told 
they arc not to report delays even if they exist. Some In attendance were not willing to 
speak up for fear of recrimination up<w returning to their station. Some reported that 
delayed order reports they bad prepared were ahered by their superiors prior to being 
forwarded to Prosthetic & Sensory Aids (SHG) Service at VAHQ. 
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5. The Inability for mom Prasthetic ReprcMotatives not to attend the training program tor 
lack of travel funds raises questions regarding the decentralization of travel funds for such 
education and training programs. In prior meetings the Coouniuee has expressed concerns 
over the eliminailtm of the Rehabilitation Education Program, (REP>, which in the past 
supported these national training programs with necessary travel funds as well as other 
programmatic support. Apparently, competition for these funds at the local level 

is extremely keen and unfortunately representatives who certainly could have benefitted 
from this valuable training were not able to attend. 

6. Another issue many prosthetic representatives were concerned about Is the lack of 
adherence to National Standards and Guidelines for the Provision of Prosthetic Services. 
In their view, restructuring and Mganizatlonal realignments have frustrated PSAS 
maintaining a national programmatic identity and consistency in service delivery. 

7. Another aspect of the staffing problem and the need for adherence to National 
Guidelines relates to the classtflcatlon of Prasthetic PAs. A few stations have been 
successful in reclassifying these positions from GS-5 to GS^ which has helped in recruiting 
and retention of qualified PAs. Apparently, there have been a number of attempts to have 
these positions classined as Health Care Technicians rather than PAs. The feeling was this 
elassincatloo would more accurately reflect the responsibilities and duties these individuals 
carry out on a dally basis. Ihey do much more than Just prepare purchase orders. They 
attend nearly all dinks for disabled veterans and provide essential input regarding 
prosthetic devices and appliances. 

Dr. Kizer, the Commitlee feels it b imperative to bring these issues to your attention at thb 
time because of the funding ImpIkatioQS for the remainder 4^ the flscal year. Itseenu clear 
to us that serious conununlcation problems exist between the Prosthetic Representatives and 
their Facility Directors; the VAMC Director; and the Network Directors and between tbe 
Network Dincton and Headquarters. There b good reason to believe that at least some 
Facility Directors arc not reporting delayed cmlers for fear of being marked down In their 
performance by their respective Network Director. R may also follow that some Nctwoik 
Directors are fearful If tb^ request additional funding from Headquarters that they too will 
be marked down on their p er f ormance. Whether these arc the reasons or not, you have 
told tbe VSOs that you have not received any request fw additional funds for prosthetics. 


Those of us who regularly attend your briefings for the VSOs are well aware of tbe cash 
reserve maintained in Headquarters that could be used for just thb purpose. You have in 
fact stated that to be the case, but have not been inforaied of any need in tbe field. 
Those of us who had tbe opportunity to meet with tbe Prosthetic Representatives felt 
strongly that the information we received should be shared promptly with the other 
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members of our Advisory Ctnunitlce. To that end, a copy of this letter will be mailed to 
the Committee members. We believe there is some urgency regarding resolution of at least 
the funding issues and the r emaining issues should be carefully reviewed as soon as 
possible. 

The Committee will continue to work with you and your staff to insure the delivery of 
timely high quality services to our nations dtobled veterans. It is our hope that sharing 
our findings with you will fadUtatc the apparent communication problems within the new 
organizational structure. 


Sincerriy, 



Thomas H. Miller. Chairman 
VA Federal Advisory Committee 
on Prosthetics and Special 
Disabilities Programs 


THM:am 
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STATEMENT OP 
THOMAS L. GARTHWATTE, M 
DEPUTY UNDERSECRETARY FOR HEALTH 
DEPARTMENT OF VETERANS AFFAIRS 
ON MAINTAINING CAPACITY TO PROVIDE FOR THE SPECIALIZED 
TREATMENT AND REHABILITATIVE NEEDS OF DISABLED VETERANS 
BEFORE THE SUBCOMMITTEE ON HEALTH 
COMMITTEE ON VETERANS’ AFFAIRS 
U^ HOUSE OF REPRESENTATIVES 

JULY 23, 1998 

• •• 

Mr. Chaimun, I am pleased lo be hen to VUA's implementalton of the 
legislation designed to ensun that the Depaitmetil malDlains the scope and <|ua]ity of 
programs providing for the specialized treamient and rehabilitative needs ofdisabled 
veterans. 

VHA’s programs that meet the ^ecialized needs of veterans help define the VA 
as a unique healthcare system for veterans. From VA's inception. Congress has 
recognized our unique potential to serve as a national leader in the research and treatment 
ofspeciaJ disabilities. Due lo the prevaleiKe of certain chronic and disabling conditions 
among veterans, VA has developed strong expertise in certain specialized services. The 
VA programs and services for certain special disability groups -- veterans with Spinal 
Cord Dysfunction, Blin d nes s , Traumatic Brain Injury. Anqiuiation, Serious Mental 
Illness and Post Traumatic Stress Disorder - ere not widely availible in the private 
sector. We are committed to meeting the care needs of veterans who have come to rely 
on VA for these specielized services. 

Public Law 104-262 mpiires that we maintain our edacity to provide for the 
specialized treatment and rehabilitative needs of disabled veterans (including veterans 
with ^inal cord dysfunction, blindness, ampulauons and mental illness) within distinct 
programs or facilities of the Department that ate dedicated to the specialized needs of 

those veterans. The legislation requires ongoing monitoring of these special programs 

and requires reports to Congress. VA has submitted two teports to Congress, one in May 
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1997 and 0 Q< m iime 1998, coDceniog our capacity to meet Ifaese ^ccializcd oeeda of 
the veurana we aerve. 



We eatablisbed an Eligibility Refixm Steering Coninitiee to manage 
implementation oftbe law. In addilioii, we eatabliahed ibe Special Diaabiliiy Programs 
Wwk Group to specifically address (be requirement that we "»«■"»«■« capaeicy to provide 
specialized services (o treal disabled veterans. Tbe Work Group coofulled with a number 
of stakeboldss such as, Nstiooal and State veterans' service organizations, distinguiahed 
physicians and universities and colleges, other veterans organizations. VHA Networks 
and Facilities, sad Special Pro g r am Managers. We also coniulted wilfa the Federal 
Advisory Conuninee on Prosthetics md Special Disabilities Progrims sod (be Committee 
on Cara of Severely ChroniciUy Mentally Dl Veterana. 

VA, in consultatioa with its sttkeboUen, defined various terms identified in the 
liw, such IS the conditions fcr which cspsdty must be maintsined and definitions ofhow 
to meisuR capscity and access to care, as follows: 

• Six dissblingconditimu that require ^ecislized treatment indrdisbiUtation are: 
spinal cotd dysAinctioa, blindnesa, amputations, serious mental illness. Traumatic 
Brain Iniury and Post Traumatic Sliesa Diaordcr. Homeleas vetoans ar>d substance 
abuaers, wbo are diaabled due to msttal illnees. era included within d» category of 
veterans disabled due to aerious mental illneas. 

• CapaeityiimeasuredbytbeaumberofuniqueiodividualswiththeidentjSed 
conditions (rested within specialized bed sectiona and clinks and (he dollsis 
expended for theii cm. For vetoans disabled by blindness and spinal cotd 
dysfiinction, capacity is also measured in leniis of the number of specialized beds and 
FTEE. 


• Access is defined as timelinras 
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The principal measure of capacity is the number of veterans treated. Nationally, 
the number of vetenns treated in the 6 piograms was maincaioed or increased for all 
categories, except amputation, which declined by 2%. Greater emphasis on preserving 
limbs and bettermanagementofvetaansal risk has resulted in fewer angiutations per 
year. Also, reduced expendituiea for ampuranon. SMI and PTSD reflects an increase in 
efiicieiicy, as more costly hospital inpatieni treatment was r^laced by outpatient cate or 
by domiciliary care. Better care management and en^basis on primary care has also 
increased cfBciency and reduced costs. In some cases, reduced demand, rather than 
reduced capacity, appears responsible ibr ^parent edacity reductions. At many 
bcilities, there have been fewer veterans seeking ctre. psrcicutarty Category C veterans. 
Some networks also explain that qncialized cspacity numbers give an incomplete picture 
because increasing numben of patients wife these conditioas ire appropriately 
maintained in primary care and general care prognma. Attachment 1 illustrates 
workloads and dollars spent for SMI esre in specialized programs as well as overall in all 
programs. 

VA'sperfonnance forFY 1997 compared to FY 1996 fortheqsecialized 
programs is summahzed as follows: 

Spinal Cord Dyrfiinctlon: 

• Nationally, fee number of individuals oeated for filial cord dysfunction and dolliis 
expended increased homFY 1996 to FY 1997, by 4H (patients) ind 3K (dollars), 
tespectively. TbenumbeTofFTEEandoperatingbedsdecreasedby 6%aod JK, 
respectively. 

• Anoted improvement indmeliness fromFY 1996 wasachievedioFY 1997. Acute 
care improved from 41% to 91%, meeting the ‘tuneliness for admission’ standard 
(one day), and routine care improved from V7%lo 1 00%. meeting the 'timeliness of 
appointments' standard. 


BUadness: 
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• Nationally, tiie number of iodividuaU treated for blindnesa and dollars expended each 
increasedby more than 20% fioraFY 1996 to FY 1997. Similarly, the number of 
FTEE and operating beds increased by 5% and 1%, respectively. 

• ItiFY 1997, U of the 12 mondily waiting times increased over those of FY 1996, in 
the range of I to 8 weeks. 

• In FY 1997, iqr to 50% ofvetaans who used Blind Rehabilitation Outpatient Services 
did not requite admission to the inpatient pr og ra m . There are no comparable data for 
FY 1996. 


Traumatic Brain injary: 

• Nationally. Oom FY 1996 to FY 1997, the number of individuals treated for traumatic 
brain ityucy and dollars expertded increased by 43% and 68%, re^ectively. 

• T6I wailing time has remained about the same as that of FY 1996, i.e., about 4 days 
for admission to TBI beds and ^ul7daysforouipatieni cate. 

Ampatatloa: 

• Nationally, the number of individuals treated for amputation in FY 1997 was 98% of 
cheFY 1996 level, while cxpendiluies decreased by 2% Iroin theFY 1996 level. 

Seriously MeotaUy lU (SMI): 

• Nationally, the number of individuals treated for SMI increased by I%6om FY 1996 
to FY 1997, while expenditures decreased by 3% from the FY 1996 level. 

• In general, there was about a 1% increase in FY 1997 over FY 1996 inihe proportion 
of veterans receiving any psychiatrie outpahenl care within 30 days after discharge. 
This increase was accompanied by a 2-day decrease in the number of days from 
discharge to the Erst outpatient visit 

Substance Abuse (SMI Only); 

• Nationally, the cumbei of individuals treated for whs**"**- abuse (SMI only) in FY 
1997 was 98% of the FY 1996 level, while expoidjtuces decreased by 20% from the 


FY 1996 level. 
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• There was about 1 3% increase in FY 1997 over FY 1996 in the proportion of 
veterans receiving any substance abuse ou^atienl care in Ibe 30 dqrs after discharge. 

Homeless (SMI Only): 

• Nationally, the numbo’ of homeless (SMI only) individuals treated in FY 1997 was 
100% of the FY 1996 level, while expenditures decreased by 3% from the FY 1996 
level. 

• In genera], the accessibility of psychiatric and substance abuse ouqtatieni services to 
discha^ed homeless veterans increased in FY 1997 over FY 1996 in both general 
psychiatry and substatKC abuse piugrems, by Aout 3% and 3%. respectively. These 
increases were accompanied by a reduction in the waiting time (or the initial 
outpatient visit by about 1 1 days for a psychiatric outpsnent vistl and by about 1 3 
days (or a substance abuse outpatient visit 

PTSD (SMI Only); 

• Nationally, the number of individuals treated for PTSD (SMI only) increased by IH 
from FY 1996 to FY 1997, while expenditures decreased by 7% from the FY 1996 
level. 

PTSD (All): 

• Nationally, the number of individuals treated Ibr PTSD (all) increased by 1% from 
FY 1996 to FY 1997, while expenditures decreased by 6% from the FY 1996 level. 

• There was about a 2% irKtease in FY 1997 over FY 1996 in the proportion of 
veterans receiving any psychiatric outpaUeol care in the 30 days after discharge. This 
was accoir^anied by a decrease of almost two days in the time it took from discharge 
to the first outpatient visit. 


Plans for tfag Falugc 

To ensure the delivery of excelleni health care value, VHA is developing a system 
for monitarittg that includes outcome measures. Outcomes are the outputs of (he care 
process. PerformSDCe messuremerit in VHA is focusing on S domains of value (hat 
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incliidc access, cost, quility, cuslomer^satient stdsfudon, and fimctioosl status. 

Outcome measutes, such as sahs&ctioa with cate and functional stams, shift the focus of 
evaluation frotnresources.ortheiiqiutsofcaie, to theouqnits ofthe health care process. 
Outcome assessments, adjusted fiw severity of illness, provide beochmatks for goal 
setting and iniocmation for administrators and policy makets for use in resource 
allocMioo decisions. Oufooow measures will also focilitMe comparisons among 
programs and fodlities from year to year fo assess the progress of qwcial disability 
programs towards meeting the goals of providing high quality, optimally delivered 
medical cate. 

Focusing on outcomes (e.g., readmission rates, complications, functional status, 
continuity of care) rather than on inputs, (e-g., beds oeci^ied, dollars qwnt) also provides 
an opportunity for iruiovaliona in service delivery and enhanced patient suisfoction. 

Preliminary outcome measures have been identified for each of the qiecia] 
disability programs, but it will take 2 to 3 years to fiilly develop and collect data for all 
outcome measures Patients treatedandexpeodinnswillberelaiitedtoassesscapacily 
until refined outcome measures are availabk. These oulemne measures will be used with 
the capacity measures, including number of unique individuals treated, to ensure that 
quality la maintained and to assess whether imtovitive approaches are effoctive. 

CoaclusioB 

I am pleased lo report that VHA baa mainiamed its fiatiaiMl capacity to provide 
for the treatment and rdiabiUtation of the main classes of specially disabled veterans. 
While some subgroiqt sod some network variation nista, we mooitot these variatiom, 
and work towards ensuring equitable duoibutioo of resources to provide equal access to 
lU eligible veleraiB seefciiig care for their /tiMhUng coodilioos. This concludes my 
ttatement. I will be pleased (oreqiond to your questions. 
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Anacbmeat 1 

Ratio of FY 1997 (0 FY 1996 for Scrioosly Mcotally lU Individuab Treated 
aod Dollars Speat 


All Care 


nisahilitv 

rTMtividuals 

nollani 

Individmk 

Pol tars 

Seriously Menially III 

101% 

97% 

102% 

103% 

Substance Abuse 

98% 

80% 

97% 

97% 

Homeless 

100% 

97% 

100% 

100% 

PTSD (SMI Only) 

101% 

93% 

103% 

104% 

PTSD 

101% 

94% 

103% 

I0$% 


Although the indicated patient categories had “Specialized Care" dollar decrease! ranging 
from 3% to 20%, each group of patients except Substance Abuse received at least as 
much total ("AU’) care in terms of both individuals and doilara in FY 1997 aaioFY 
1996. Despite a considerable shift to less^xpeittive outpatient care, the lone exception. 
Substance /^use, had only minor reductions in “AU" care for both individuals treated 
and dollar expenditures: the FY 1997/FY 1996 cMio was 97% Ibr both measures. 
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STATEMENT OF 
OENIS J. FITZGERALD. MO, MHA 
NETWORK DIRECTOR (VISN 1) 

DEPARTMENT OF VETERANS AFFAIRS 
ON MAINTAINING CAPACITY TO mOVIDE FOR THE SPECIALIZED 
TREATMENT AND REHABILITATIVE NEEDS OF DISABLED VETERANS 
BEFORE THE SUBCOMMITTEE ON HEALTH 
COMMITTEE ON VETERM4S' AFFAIRS 
U.S. HOUSE OF REPRESENTATIVES 
JULY 23. 199S 


Mr. ChairTnan and mambefs of the Commltlee, I appradata the opportunity to 
appear before you today. I look forward to dlacusaing the VA's implementatiwi of 
section 1 706 of Tide 36, USC and VISN 1 'a martagement of and support for 
these four very Important Special Programs. 

VISN t.the VA NewEnglaftd Healthcare System. Ittdudes nine Medical Centers 
located in the six New England states, Vermont. New Hampshire, Maine. 
Connecticut Rhode Island and Massachusetts. Most of these Medical Centers 
have significant, kxtgstanding affiUadons with some of Ihe most prominent 
Medical Schools in the country. These indude Harvard. Yale. Brown, Dartmouth, 
Boston University. Tufts, and others. The veteran population served siians the 
continuum from the densely populated, urban environman t in Boston to the very 
rural woods and mountains of Maine. Vermont end New Hampshire. On paper 
there are a decreasing number of veterans in this area but the overall workload 
has not dedined considerably In the past few years. We provida the full 
spectrum of healthcare services In VISN 1 1nduding many spedal programs such 
as Spinal Cord Injury, Open Heart Surgery, two DomidRarles, an extensive 
Compensated Work Therapy Program, a Blind Rehablltation Center and a rrxxiel 
program for addressing the needs of Homeless veterans. 
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The importance of the Special Programs identified by Or. Kizer has been 
recognized in VIS^ 1 and appropriate support for these programs has been 
shown throughout the Network. Our Strategic Plans have been developed with 
the goal of ensuring that these programs will receive a^iroptiata attention and 
resources to enable diem to continue to operative effectively now and In the 
future. We have elected to move forward with the implementation of the Service 
Lina concept, which we believe wD enhance lha quaiity and aecsssibllfty of the 
services we offer veterans. The Spinal Cord Injury Program w)d the Chronically 
Mentally III Program have both been identifled as areas in which Sendee Lines 
are to be developed. As this concept evolves each Service Line will be allocated 
a budget and responsibility for providing the requited services to our veteran 
population. We believe this will assist In the development of improved methods 
of care delivery atvf wIB make these arrd other programs more effective and more 
effidenL They will be able to provide increased high quality servtea to more 
veterans at the local level. 

We believe that the Implefnentationqf the Service Line concept for these Special 
Programs, and for many other critical dinical and administrative sen/ices, will 
pronwte the development of an Integrated healthcare system. This will help to 
ensure that the healthcare being provided in VISN 1 is of consistently high quality 
among all focHities In the Network. Specialized expertise will be further 
enhanced, and clinical care, research and education wW be improved. 

In spite of dedining resources in VISN 1. we have had many substar>tial 
accomplishments in our Spedal Programs: 


• Blind Rehabilitabon - VISN 1 has maintained capacity to provide veterans a 
full range of bimd rehabilitation services. Since October 1996, the VA 
Connecticut Healtticare System has staffed 45 beds at the West Haven 
diwsion. This mdudes 37 rehabfiitation beds and 6 beds dedicated to the 
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CofTiput8rAcceMrrainingpregram(CAT). Valerens are referred for 
Inpatient rehabilitation frem 11 difforentVISNa. The program continues to 
average over 300 discharges per year and mamtains an approximats average 
dailycensusof3€veterans. 100%afveteran8referredlolnpatientblind 
rehabintatlon by their local VIST (Visual Impainnent Services Team) 
Coordinators have access to the ptogiam within 6 months of receipt of their 
application. 100% of veterans identified who could benefit from inpatient 
rehabilitation are scheduled for evahwtion for inpatient Uiitd rehabiIttBtion 
within 30 days. 100%ofveteranscurTentlyonVISTroHsareofferedan 
annual review. There is extensive interection with the Blinded Veterans 
Association on a regular basis. They are active partners in helping us to 
monitor quality and their regional repre s ent a tives make regular visits to the 
West Haven campus. 

There has been a proposal to reduce the number of beds at the Blirtd 
RehabHitationCenteratWestHaven. This reeommerrdatlon has come from 
the Blind Center management atrd is not neoessarSy opposed by the Blinded 
Veterans Association or the Director of BIM Rehabilitation in VA 
Headquarters. They do not want to see a net reduction in available beds but I 
think they ucrderstand that the number of beds at West Haven may be too 
large. The space avaiable at the West Haven campus has been an Issue for 
several years and the size of the program (45 beds) is considered extremely 
large. Moat programs average 30^ beds. In the last five years there has 
been a declining worldoad experienced at West Haven and the currant 
waiting list of approximatety 150 veterans Is similar to that e]q>erietrced by 30- 
35 bed urtits. It la be fi eved that if 1 5 beds could be relocated to another 
VISN, the remainirtg 30 beds would edequately serve the anticipsted demand 
and would alfowappropriataspacefora moreefiicientoperatfon. Weare 
working closely with VA HQ and the BVA to address this issue arxl to erasure 
there is no reduction in the avalabdity of services for blinded veterans. 
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• SpinatCord Injury-TheiipaOent Spinal Co)d Injury Program located at the 
Brockton/West Roi^ry DIvisiafis » a well-recognized leader in the field of 
spiral cord injury treatment They receive referrals from throughout the 
country and provide leadership, education artd guidance in spirtal cord 
treatment for fodlties throughout VISN 1 . Although inpatiertt capacity has 
not changed, the number of operating treds and the staffing levels have 
changed over the past few years with the consolidation of two long-teim care 
wards at the Brockton Division. However, the present capacity of Brockton 
and West Roxbury are more than adequate to meet currerrt and anticipaled 
demand. In feet, the available beds are urvlefutfilzed due to several factors. 
A very efficient treatment team, shortened lengths of stay, Irtcreased 
emphasis and avalability of outpatient services, and declining rfemarKl are 
emorrg some of the reasons these beds are not being fully utilized. It 
should be rrotsd that despite the decrease In operating beds and average 
daily census, eligble veterans requiring SCI inpatient care have never been 
denied rteeded care. Thenumberofpatfentstreatedhasremalnedabout 
die same for the past hvo years and the total dofiars atocated to SCI has 
increased. 


Access to care Is excellerrt. Same day admission for patients who require 
acute care is avaitsbie and patients referred for a routine SCI appointment 
ate eeen within five daye, whkb exceeds the standard of seven days. SCI 
coordinators are in place at each facility in VISN 1 arxl provide appropriate 
and timely patieni referrals tor admiseion or outpatfent dinic foilew up. 
Outcome measuras auch as the Functional Independence Measure (FIM), 
Deiners' Satisfoction with Life Survey (SWLS) end patiertt satlsfection survey 
have been initiated at BrocfctonfWest Rodruty to establish a baseline from 
which to evaluate quality of care and pafierrt e a tisfection- Perfotmarx^e on 
Customer Service Standee as colectod by the VHA National Customer 
Feedback Carrier ^fCFC) placed the BroeMorVWest Roxbury SCI Service 
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nuffltMr one among aB VA SCI Centers in the areas of Access. Information, 
Emotional Support Overall Coordination of Care and CorrUnuity of Care. 

They were second In Prefererrce arrd Courtesy stkI third in Vesrt 
Coomination. In addition, the VISN has funded staff training and has 
established a Steering Committee to prepare for the Cound on the 
Accreditation of Rehabilitation Fadlities (CARF) as mandated by Or. Kizer. 

VISN 1 managerrrent staff rreintains frequent communication with national 
and local PVA leadership. Monthly meetings and imprompbj encounters at 
Brockton/West Roxbury wflh the New Englarrd PVA President provide 
numerous opportunities for conwrunication and discussion of issues related 
to SCI. The Northeaat Paralyzed Veterans of America maintains offices at 
both the Brockton and West Roxbury Divisions and the President serves on 
the VISN Management Assistance Council representing the Boston area 
sub-region Management Assistance Courrdl. 

• Amputee Program -Thethiustoflhis program istodecrease the need for 
amputation of lower extremities from preventable diseases. This operates at 
three levels In VISN 1. Primary care physidans focus on primary prevention, 
which attempts to identify patients at risk for amputation. Appropriate 
education, treatment and follow up are emptoyed to help preclude the need 
for amputation. At the secondary level, formal Preservation Amputation Care 
and Treatment (PACT) teams, which Irtciude Physical Medicine and 
Rehabilitation. Peripheral Vascular Surgery. Podiatry artd the Wound Care 
Nurse are employed. These multi-disciplinary teams evaluate patients to 
determine if they are candidates for revascularization and provide them with 
an appropriate exercise program. Plans of care artd follow up appointments 
are utilized to try to avoid the need for amputation. Rnally, for those patients 
who have already experienced a foil or partial amputation of a limb, efficient 
and effective rehablitation is provided and apprt^priate prosthetic devices 
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providad. RegularsurveiBancaafbottitheainputationsitaandttie 
contralateral leg are instituted. The PACTTeam and Primary providerworic 
dos^y together on these hi^t-risk individuals. 

The recent changes in eligibjity legislation have increased the funds spent on 
piosthetic devices in general. No vMeran in VISN 1 has been denied a 
prosthetic for which they were eligible based on funding issues and our 
timeliness in filing ordsrs Is excellent We hsve decreased the vraiting time 
(or specialty appointments and continue to work to improve on all aspects of 
customer service. Our efforts to improve customer seivica are evident In that 
our scores In this ares are among the highest of all VISNs. 

• Chronic Mental Health -Mental Health Services in VISN 1 encompass a 
comprehensive program of inpabarrt and outpatient services for merttally III 
veterans. Just like the rest of VA. VISN 1 1s transitioning to sn emphasis on 
outpatient care. However, In FY 97. VISN 1 had SS5 beds tor mental health 
patients. Among these were 320 beds for acute care (Including 49 substance 
abuse beds) snd 235 beds for chronic patients. This is a higher ratio of 
mental health beds per veteran than the national average. It la likely this 
number will decrease overtime, but VISN 1 programs are designed to make 
certain that no patient is discharged without an appropriate placement. 
Overall, eight of the nine VISN 1 tockitias provide Inpaltent mental health 
services, ensuring availability throughout (he network. VISN 1 strives to 
provide a compiele continuum of care for the veteran, from In-patiertt services 
to outpatient services and with intermediate programs for rehabilltabon and 
specialized community residential programs. Thsteara an sdditional 111 
beds for residentiai rehAkitation programs for veterans with chronic mental 
Illness and those with substance abuse piobletrts. This and sknliar non- 
inpatient programs are Hkely to Increase over bme. To senre the seriously 
mentallv Bl (SMI), VISN 1 was a pioneer In developing intsnsiva psychiatric 
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community care (IPCC) programs, wttich, by offering extensive support to 
SMI veterans, allows them to remain In the community. There are now 4 
IPCC programs in the VISN and one of them, Brockton/West Roxbury. was 
ranked highest natlonalty for FY97 in terms of maintainirtg individuals in the 
community. 

There are extensive outpatient ser\nces in general psychiatry, substance 
abuse, post traumatic stress disorder, geriatric psychiatry, and for dual 
diagnosis patients, those with substartce abuse in addition to other major 
diagroses. There are more than S8 separate outpatient fedltties providing 
extensive geogr a phic coverage throughout the VISN. In FY97 these facilities 
served approximately 37,000 veterans, who were treated In approximately 
739,000 outpatient visits. 

In addition. VISN 1 has provided Important special programs for the mentally 
HI. Among our specialized servfoes are two of the nine federally funded 
programs for the treatment of vetersns with co-morbidIties of PTSD and 
substance abuse. There are specialized programs designed to meet the 
mental health needs of female veterans, kiduding a 'women's onf/ Inpatient 
unit, a rarity in the VA. 

VISN 1 also is well equipped to meet the needs of the homeless veterans with 
the avalability of two dotniciiafy programs, which have both residential ar>d 
rehabUitalive components for their pabents, who typically have mental health 
and/or substance abuse problems. The domkaliaiy program provides these 
veterans with skiKs n oode d for successful entry into the community as 
productive citizens. In addition. VfSN t has developed a specific VISN-wide 
Homeless Strategic Plan that has been recognized at the nabonal level as a 
model for strategic planning for the hom oloss . We have appointed Homeless 
Coordinators at each fecHity in VISN 1 and their efforts have resulted in a 
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15% increase In the number of homeless veterans who have been identified. 
We tiave also seen a significant, positive increase in collaboration with 
community providers that has fac9itated the care of homeless veterans 
through partnerships with community providers. 

With respect to monitoring Ote adequacy of services provided, VISN 1 
adheres to the national perfiormance standards established by Dr. Kizer. 
These include the performance guidelines of having patients seen within 30 
days after discharge, edminisbation ofthe GAP (global assessment of 
fuixAioning), and the Addiction Severity Index (ASI). Current VISN statistics 
Indicate that 76% of our patients are seen withm 30 days of discharge, as 
compared with a national VA average of 68%. The GAP and ASI are being 
administered In this fiscal year so as to provide a baseline ar>d an objective 
Index for Ihe effect of our treatrrrenl on these measures in the veteran 
population. In terrrts of National bench marking our Mental Health leadership 
follows closely the statistics on Mental Health performance and 'Report Card' 
furnished by the Noilheaslem Program Evaluabon Center. Overall, tar FY97 
VISN I ranked 7** out of the twenty two VISNa (l^est). Our ranking on 
population coverage and outpatient cere was 4* nationally. On economic 
performance we were 7** and we were 9" on customer satisfoction. All VISN 
1 Mental Health Packliies were recently (PY96) folly accredited by .the 
JCAHO, with an average score in the 90's. 

VISN 1 1s fortunate in having, in the Mental Health LaadersNp arvd Clinical 
Care Line, fodivkJuals who have also commltled academic and research 
careers to the service of the mentally m. and especially the seriously mentally 
ill. Research and education In these areas isamejorelfbrttorour Network. 
VISN 1 has one of the National Mental Illness Research. Education, artd 
Clinical Centers and tvro of the three National Schizophrenia Centers for 
basic and clinical research in Schizophrenia. Expertise in addiction Ireatmwit 
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and research has been rewarded by one of our Medical Center's recent 
fundbtg for a National Institute on Drug Abuse/VA Medication Development 
Center and even more recent recognition as a VA Certter for Substance 
Abuse Treatment Our Network also excels in treatment and research on 
PTSD, with four of the Six Oivisians of the National Center for PTSD housed 
In New England. In addibon, the total level of funded researxii in mental 
illness in VISN 1, both VA>and NIH-funded. is among the highest in the 
country. 

I amvery proud of the efforts of the employees of VISN 1 fo continue to 
improve the excellent services they provide to the veterans of New England. I 
hava the pnvilege to work with staff who are dedleeted to providing the best 
care possible to all our patienis. Tha dose ties we have wHh many excellent 
medical schools and universities enhance the care we offer as well as the 
education and research opportunities available to our staff. This ertabiss 
VISN 1 to offer many outstanding programs of care along tha entire 
continuum of healthcare programs. These four Special Programs are of 
prime importance In carrying out our assigned mission. They wll continue to 
receive appropriate attontion artd support In VISN 1. 

Thank you for inviting me to speak before you today. I appreciate your 
support for our efforts to provide the bast possible care to our nation's 
veterans. I would be piaased to answer any questions you might have. 
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STATEMENT OF 
LEROY P- GROSS. MJ3., MPH 
NETWORK DIRECTOR (VISN 6 ) 

DEPARTMENT OF VETERANS AFFAIRS 
ON MAJNTAININO CAPACtTY TO PROVIDE FOR THE SPECIALIZED 
TREATMENT AND REHABILITATIVE NEEDS OF DKABLED VETERANS 
BEFORE THE SUBCOMMITTEE ON HEALTH 
COMMITTEE ON VETHIANS’ AFFAIRS 
U. S. HOUSE OF REPRESENTATIVES 
JULY 23. 1998 

Mr. Chainnaa and memben of (be Coaunioee, I appear before you today to testify about 
(he inqilementatiwi and maDagemeDt of yrriilirwl (reanneat and rehabilitative needs for 
disabled veterans in Veterans Integrated Service Network (VISN) 6, 

VISN 6. or the Mid-Atlantic Healtbcate Network, it comprised of eight bealthcare 
facilities and other VA medical programs in Vitgmia. North Carolina and Beckley, WV. 
We have strong academic afGliatioos with Duke University; the Univeisity of Nmth 
Carolina; Wake Forest University; the Umversity of Virginia; ttie Medical College of 
Virginia, and Eastern Virginia Medical School. We serve a growing veteran patient 
population that has increased over the past trvo years and a good percentage of these 
visits require the support ofoitrspecialued programs. A dedica t ed staff of professionals 
working in our medical centos, two spinal cord irqitry onitt, eight nursing homes and a 
domiciliary provides this support 

The leadership of VISN 6 recognized early the need to pve priority to specialized 
programsinlhisoaofdecliaingiesources. We are now in (he second year of refining 
our structures, processes and outcomes to ■minuin and even expand the capacity to meet 
our ccanmitments to dialled veterans. The hallmaik of our structural changes is 
characterized by the formation of multidiscipliaaiy teams tbst are pafient focused and that 
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piice ■ulboricy, tapoonbility aod •ccoantabUity it Ac lowol levd where care ii 
provided. This coDcqil is known is Service Line Muugemeoc. 

VISN6his esabhahed pilot service tines id Spinal Cmdliyuiy (SCI)> Moxil Health and 
Primary Cate/PrevestiveHeal&care, with Gesiatncs and Ealeoded Cate to follow. These 
service lines encorrqiass the maiotity of niceiatiTeri pograms and Directors of die service 
lines report to the VISN Director through the Executive Leadership Council. SCL 
Mental Health ami Primary Care will have independent budgets in FY99 with oversight 
by their responsible Service Line Directots. For the first time, these teams will be able 
to respond to the needs of teir paticsits in a timely manner unencumbered by excessive 
adminisirative and bureaucratic red tape. It will abo enable than to improve the 
monitoring of resourcea, to mora a ccu ra t ely measure outcomes, increase sccess, tnd 
positively affect patient satisfactioa 

As VISN 6 transitions r^idly from eight autonomous aod competing medical centea that 
focused on providing expensive inpatient services, to an ■stqraled healthcare system that 
pools its resources, emphasis is being placed on bringing aervices cIosct to the veteran, 
increasing access (capacity), sustaining hi^ quality and aBuiiog a service that is value 
added. 


Increasing access or edacity for specialized programs in an oa of declining resources is 
our lop priority and m^or challenge. VISN 6 has demonstrated the following 
accomplishments in specialized p ro g r am s: 


• Blind Rehabilitation - VISN 6 has demoostraied a strong commitment to Blind 
Rehibilitationinitiatives with the continued snpport of Visual Impaiimenl Service 
Team Cootdinalots at each VAMC. In Mach 1997, a Nenvork Coordinator was 
^rpointed to msure consistency in programs fot foe visually u np a ir ed vcloan 
population. VISN 6 refon patients to West Haven, CT and Augusta, GA for 
residential rdkabilitatkm. Offoe 1,894 identified visually iujpau e d veterans in VISN 
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6. t03 were reforcd to VAMC inpitiail rdubilitatmi caiiat tad 120 wn refared 
to state programs. Thep^uIationoflegallybliiKiveteniBinVISNOisanticipated 
to increase 122% by Ibe year 2005. 

• Prosthetics - VISN 6 redirected a poitioo of its workforce between Pf96 and FY98 
to generate a 9% iixiease in FTE that suppoits its Prosthetics ^gmna. Regarding 
financial commitrrrent, expendinirea for FY98 are projected to exceed Pf96 levels by 
24%. C<»eetningaccessforveleTatis.lotalotderstecdvedtosebyl9.S5ifiotnFY9d 
to FY97. Delayed orden for VKK 6 were at I.2H of total orden in FY97 and will 
continue to be below the 2% threshold for FY98. In providing care for veterans with 
amputadoos. Preservation and Amputatioo Clime and Treatment Programs (PACT) 
have beeo established at each focilily. The amputation workload evidences a 
decrease forFY 1998 inke^ingwitb the Nadonal trend. 

> Mental Health -In March 1998 the Mental Health Service line was established with 
the outcome of expanding and improving the delivery of services in a cost efleclive. 
timely manner. From April 1997 to March 1998, mental health patients treated in 
outpatient programs increased by 13.4% ova the numba treated in FY96. For this 
sameperiod, inpatient episodcsofcandecressedby 17.4%. A core set of mental 
health services is provided at each facility within VISN 6, augmented by specialized 
piograrru at defined VAMCs. 

■ Substance Abuse Treatment is provided ptimatily through a Substance 
Abuse Residential Rehabilitation Treatment Planning (SARRTP) model, 

representing a change from the prior u^adent focused model Each of the 

focilities in VISN 6 provides detoxificahon services and a specialized 
domiciliaiy>based program at Hatnpton operates a Substance Abuse 
Tber^reutic Work Program. From April 1997 to March 1998, 4,345 
veterans were treated for substance abuse. Ofthisnumba, 3,881 were 
treated in outpahoit programs. 
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• Soiously Mauatly ID - VISN 6 hat nainUised edacity withio the rates 

repmted for Babonal peribnnaace. Major improvemeott have been made 
over FY97 tltbongh we conlmue (o place on aod monitor 

outpadoil omliiiuity and fbllow-tq> care. PUot are underway to expand or 
increase saldlite programt, dMy programs, Imsisive Psychiatric 
Cmununity Care and traotiiiooBl bousing to save dais populatioii. 

• PTSDstrvkca in VISN 6 are delivered in close eonjunction with stafT from 
Readjustmeiil Counseling Service* to link each veteran’s treatmoit into a 
coniiouous model PTSOprogramscoosisloftwospecialiaed iqwtient 
units located at VAMCs Salem, VA and Salisbury, NC tod primary care 
clinical teams (PCTs) st the remaining VAMCs. During FY97. the PCTs 
treated S83 new PTSD patioitt. 

• Cate for the Homeless - VISN 6 has taken proactive stqis to monitor the 
quality aod access of bomekas service*. One oftbeinitisl steps was to 
monitor outreach activities drrough the Northeast Program Evahtatioa 
Center (NEPEC). Additionally, in November 1996, we ettabUshed a 
dedicated Network Coordinator for the Homeless. Each medical center 
also identified a local coordinator who assesses and tracks each homeless 
veteran identified in s cornmuaity setting. Both of these acbons will 
ameliorate problems idenliGed with data system* accounting for the 
nuraben of bomdess veterans with fliU effect anticiptled t^on availability 
of FY98 reporting data, 

• Spinal Cord Iqjiicy •- As noted. Spinal Coed Enjuiy aod Disease (SCIdlD) is one of our 
pilot service lines. Thisprogrampcovides 164bedsforinpabent scuteand long term 
SCI&D care thiou^ the centers located at VAMCs Ricfamond aod Hampton, VA. 
These centers alao support three coobguousVISNa. The remainder of our VAMCs 
have SCI&D Piimaiy Care Teams dial provide imbulalory support services for 
veterans closer to dieii homes. FitmiFY96 toFY9?, tberewasa lOKincreaseinour 
parienl workload. To the best of my knowledge, thcR are do significaat access 
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pioblemi for SCUtD pWicDlx in VISN 6. 

• Tiwnulic Bnin Iquiy - Rictiinoad VAMC hx bees detigruled u die lead TBI 
Colter in VISN 6 and a Nctwmk CoonUnalcw for tbe progr a m his been named. 
Waiting time for inpatioit irtmiigioo in 1997 was I day, which ii leu than tbe 
nadonal waiting time of 4 days. Wailing time for as ouipatiattvial in 1997 wuO, in 
comparison to tbe national avenge of? days. 

I would like to take this opportunity lo thank memben of the PVA. DAV, VFW, 
American Legion, and odier Vereran Service Otgaouatioas for dmr it^ut and 
participation on our Managesuet Aaaistanee (MAC) and Planing Beanls. 

Althou^ we may not atw^ agree, tbeir tnpul and »■«■»*■'« hu been invaluable in tbe 
proccu of change. I would also like to pay special (ribule to PVA memben Mr. John 
Malone, our VISN ti PVA Liaiion. aid Mr. Mm Devine and Randy Pleva from West 
Virginia for tbeir oulsiaodingauppott on tbe MAC. I cite Ibem because dieir health hu 
not allowed tbem to continue at^poiting ua in recent moMhi. 

Mr. Cbaiimaa and membett of tiiia Ceenminee, I waea to aaave you dial VISN 6 will 
continue its efibrta to fully comply with the ipitit and intent of section 1706 of Title 3d 
use. Treeting more vetoaria wUhipecialiaed aeeila over tbe past two yeen hu 
demo uatiat ed our ability to maintiin the scope and availability of tfaeu pro^ims while 
even expending diem. 

Thank you for your auppoit. I ttmiinaviilible to answer your questions. 
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TESTIMONY OF 

GORDON H. MANSFIELD, EXECUTIVE DIRECTOR 
PARALYZED VETERANS OF AMERICA 
BEFORE THE 

HOUSE VETERANS’ AFFAIRS 
SUBCOMMITTEE ON HEALTH 
CONCERNING THE VA MAINTENANCE 
OF SPECIALIZED HEALTH CARE SERVICES 

JULY 23,1998 


Mr. Chairman, and members of the Subcommittee. Paralyzed Veterans of America 
(PVA) appreciates this opportunity to present our views on the VA's ability to maintain 
its capacity to provide specialized health care services for seriously disabled veterans. I 
am Gordon Mansfield, PVA's Executive Director. I would like to focus my statement on 
VA’s track record in maintaining the very specialized and unique range of healtli care 
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services required by PVA members and all veierans with spinal cord injury or 
dysfunction. 

Because of the medically complex itature of these disabilities, veterans with spinal cord 
injury or dysfunction requite a lifetime of^recialized care and on-going rehabilitative 
services. Following World War II the life expectancy of someone who had sustained a 
spinal cord injury could be measured in monilts. At the present time, most notably 
because of medical interventions and treatment protocols developed by the VA itself, 
veterans widi these same disabilities can live long and productive lives. In doing so, they 
require life-long access to a wide variety of specialized medical care. Nearly 7S percent 
ofPVA members, a larger percentage than any other veterans service organization, look 
to the VA for all or most of their healthcare. They do this because of the expertise VA 
has developed and the unique services provided through its 22 spinal cord injury centers. 
This type of comprehensive sustaining care cannot be found in the private sector. For 
this reason, the preservation of the quality and quantity of specialized care provided 
through this spinal cord health cate network is the first priority of PVA’s national office 
and our chapters throughout the United Stales. 

The VA is undergoing massive change, shrinking budgets, decentralization, downsizing, 
eligibility changes, cost cutting, and consolidations. We have mly begun to see the 
effects these changes will have on (he system as a whole. But these changes are already 
having a deva^ting effect on the provision of specialized services in many areas. 


2 



101 


Decenlralization has left more and more local managers to “call the shots as they see 
them," ignoring nationally directed mandates for the provision of specialized care. The 
truth is, we know uliai is going on in these programs. It is very clear that VA does not 
yet have the ability to do the same. 

The Congress was correct v^ten it insened language in P.L. 104-262 mandating VA to 
maintain its capacity to provide these specialized services. But that instruction is being 
largely ignored. 

Is VA maintaining the capacity of its spinal cord dysfunction programs? 

The answer is no. 

Does VA even have the capability - and the dau systems and staff • to tell what that 
capacity is? 

The answer again is no. 

This has to stop. If VA isn't going followthe will of Congress. Then the Congress must 
step in again to see that it does. 
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Dcflnilion of “Capacity” 

PVA has been working with VHA on many fronts to see that the integrity of the SCD 
programs can be insured and that the capacity of those programs protected at the same 
time. On one oftbese fronts we have challenged the VA‘s definition of cecity. The 
VA has contended that capacity can be judged ultimately by implementing and assessing 
outcomes measures judging the effectiveness of the care. Such outcome measures 
currently do not exist and that the subjective nature of attempting to asses the outcome of 
SCI treatment when dealing with a long term catastrophic disability makes the 
development of valid outcome measures problematic at best. We believe it was the 
Congress' intent in using the word “capacity,” particularly with reference to SCI 
medicine, to use beds. FTE and resources as the model to determine if VA is maintaining 
its unique spinal cord dysfunction programs. 

VA’s “Capacity Report” Report to Congress b Inaccurate and Misleading 

PVA monitors the VA’s SCI Centers on a daily basis tliroiigh PVA national service 
officers andchapter volunteers who are i^ysically present each day at every one of the 
VAMCs with an SCI Center. Senior hospital officials are immediately notified of 
significant problems with care and deviations from congressional or VA mandates. 

PVA also sends site visit teams, cominised of management and medical professionals, to 
each SCI Center at least once each year. Copies of PVA's Site Visit Reports are 
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provided to senior VA officials including VA Central Office and Network managers. (FY 
1998 Site Visit Schedule: Attachment A) 

PVA also surveys every patient after discharge from an SCI Center for patient 
satisfaction and compiles detailed monthly reports based upon those surveys. 
Additionally, PVA routinely monitors actual and reported operating beds as well as 
staffing levels at each SCI Center. 

Based upon the monitoring described above, PVA maintains an accurate, up-to-date 
picture of the VA's SCI system, the results of which are continuously shared with senior 
VA managers. 

The VA, however, does not have an accurate reporting system. These facts are reflected 
in the two reports VA has submined to Congress regarding Special Program capacity. 
The numbers concerning the SCI program are inaccurate and paint a grossly misleading 
picture. The initial Capacity Report in May of 1997 conlaiiwd a number of shortcomings 
in the way capacity of the specialized programs were accounted for. Patients, beds. FTE, 
and dollars were all undercounted. Since the report was to establish a baseline against 
which all future measures of capacity would be compared, we consider the report 
unacceptable. {“VHA Capacity Report” analysis by PVA Health Policy DepartmenI 
Attachment B) 
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Notwithstanding VA's repoils, VA’s SCI capacity has been substantially reduced 
throughout the country over the last two years, contrary to the congressional mandate to 
maintain iL 

Bed Reduction 

Over the last two years we have observed the VA close SCI beds because hospital 
stalling reductions result in inadequate staff to safely maintain mandated levels. They 
then point to their lowered average daily census as a justification for further reducing SCI 
staHing and, in turn, beds. 

SCI centers compute their census on a seven day/week basis and many patients are 
discharged over the weekend. These discharges skew the data to give a false tow. An 
example of this is Milwaukee where officials told us they had an average daily census of 
less than 1 8 and they were staffing for 1 8 beds. In fact, the two limes this year we 
conducted site visits at Milwaukee (one was a follow up) they had more than 20 patients. 
What, in fact, happens is that they have 20+ patients during the weekdays, go down to 
approximately a dozen on the weekends, and this averages out to less than 18. This 
means (hat they are severely understaffed Monday through Friday. 

Examples of reduced operating beds are: 
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• Milwaukee reports 38 operating beds when, in fact (hey have provided stafTing for 
only 1 8 beds for over a year. 

• Albuquerque reports 30 operating beds when, in fact they have never staffed for more 
than 20 beds since the SCI Center opened. 

• Richmond is reporting 100 operating beds udien; in fact they have only 80 available 
for acute care. 

• Augusta reports 60 operating beds when; in fact they are only utilizing 45. 

Staffing 

We obtain, from (he local VAMCs, the number of doctors and nurses working at each of 
the SCI Centers throughout the year. The actual SCI doctor and nurse staffing is only 
halfofwhatVA has reported to Congress. We have no idea where the VA comes up 
with the stafTtng numbers they provide to Congress. We suspect those numbers include 
positions which are not filled, suff not actually assigned to SCI, and administrative 
positions. Even these suppositions, however, do not explain a 1 005k discrepancy 
between central oHice staffing numbers and the stafTing numbers provided to us by the 
individual hospitals. VA Central office reports 2052 staff FTE in SCI Centers, but local 
officials at those centers advise us that they only have 1065 doctors and nurses. (PVA 
Veterans Benefits Department Staff and Bed Study: Attachment C) 
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We use the VA-developed guidelines to determine the adequacy of nurse staffing for SCI 
Centers. But even if we did not, it is simply indisputable that there is a severe shortage of 
nurse staffing at VA SCI Centers, by any reasonable standard. Our last four site visits 
revealed the following: 

• Milwaukee (July 8 site visit) - The SCI Unit was 8 nurses short for 26 patients on the 
day of our visit 

• Miami (July 6*8 site visit) - The SCI Unit was 9 nurses short and 2 doctors short for 
33 patients on the day of our visit 

• Hampton (June 10-11 site visit) - Tlte SCI Uitit was 12 nurses short for S3 patients on 
the day of our visit. 

• Richmond (June 8-9 site visit) -The SCI Unit was I7.S nurses and 3 doctors short for 
80 patients tn the day of our visit. 

These staffing numbers are typical of what we fiiKl at most VA SCI centers during our 
site visits. We provide our findings, in the form of a site visit report to Central Office and 
local officials. 

Leadership 

Thequality of SCI care has demonstrably suffered from a lack of leadership in a number 


ofVA SCI Centers. 
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Examples: 

• Long Beach - The position of SCI Chief has been unfilled for more than two years. 
The outcome of this is the SCI doctors and nurses openly feud with one another and 
the morale of both has suffered. With no one in charge, doctors and nurses have been 
unable to agree as to who is responsible for what. For over a year those doctors and 
nurses have been engaged in an ongoing disagreement as to udiat the duties of a nurse 
case manager should be, with the result that the case management program is in total 
disarray. 

• Cleveland -The position of SCI Chief has been unfilled foroverayear. Duringour 
last site visit in March 1998, we fouitd one doctor trying to care for 37 patients. 
Hospital leadership is totally oblivious to the obvious unsafe conditions on the wards. 

• Milwaukee - The position ofSCI Chief has been unfilled forovera year. Duringour 
site visit in July 1998, we found one of the two SCI wards had been closed end 21 
patients were in rooms which had been designed to hold 1 8 beds. We also found 
unsafe equipment being used. There was an absence of necessary equipment because 
other services at the hospital had. literally, taken equipment off the SCI unit during 
the dead of night. 
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• West Roxbury - The SCI Chief resigned because be was not included in the planning 
at the VISN level for SCI. 

• Tampa, Hampton, and Miami ate operating with half-time SCI Chie&. In Tampa, the 
SCI Chief is also Chief of Rehab Medicine. 

Long Term Care 

There is a severe shortage of long term care beds for our SCI population. To date there 
are only three available focilities that offer long term care to SCI patients: Hampton 
VAMC, Brockton VAMC, and a Residential Care Facility (RCF) at Hines VAMC. All 
of these facilities are located in the Eastern half of the United Slates, thereby making 
woefully inadequate tong term bed ^tace for patients from the Western part of the 
country. 

Quality of Cart 

Unfortunately, the quality of care suffers as a result of the VA's failure to maintain 
sufficient beds, staff, adequate leadership, and a satisfactwy number of long term care 
beds. Theexamples that follow are just the tip of the iceberg in quality care issues. 
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• Milwaukee-AtlhetimeofourJu]y8, 19‘>8 site visiL every SCI doctor renorted that 
they had delayed admissions, cancelled surgeries, and had a backlog of annual 
evaluations because of lack of available SCI bed space. 

• Milwaukee - During our site visits we observed patients not being bathed regularly; 
remaining in bed until noon; and required to go to bed early because of nursing 
shonages. 

• Milwaukee (July 8 site visit) - Hospital oflicials admitted to us that they were only 
providing staffing for 18 operating beds. However, there were 26 patients on the day 
of our visit, 6 of them on a ward that was monitored by only one nurse, which is not 
only illegal but unethical. 

■ Miami - One SCI patient had to be admitted to a medical unit because there were no 
beds available on the SCI Unit. 

VA Decentralization Weakens VA Design/Constniclion Oversight Process & 
Standards 

Paralyzed Veterans of America is concerned that VA's facility planning, design, and 
construction system has become seriously flawed and has lost its ability to ensure the 
development and maintenance of timely, quality, cost-effective facilities for our nations 
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veterans. PVA, for many years, has provided the oversi^ and consultation of our own 
team of architects to monitor and review VA's compliance with standards for 
construction of SCI centers and oiber VA facilities. By the observations of our architects, 
these deficiertcies appear to be due, in part, to the decentralization of Department 
functions without providing for a mechanism to ensure proper facilities development, 
compliance with basic minimum standards, artd a uniform facilities assessment 
methodology as a basis for capital improvements. These deflciencies directly undermine 
VA's ability to maintain its capacity and improve access to specialized services needed 
by severely disabled veterans. Tlie following examples illustrate not only the seriousness 
of the problem, but also a growing trertd that appears to be emerging within the system: 

• Established VA and Federal Design Standards are Disregarded 

PVA has followed up on reports from PVA Chapters concerning VA facilities that do 
not meet Uniform Federal Accessibility Standardsandestablished VA design 
standards. In response. PVA's National Architecture Program staff obtained 
design^construction documents for the projects in question, and found serious 
deficiencies that, in many cases, would include a veteran using a wheelchair to gain 
access to the facility. For example, a recently proposed construction project at the 
Kansas City VA Medical Center was intended to provide newly renovated facilities 
for severely disabled veterans, including those with spinal cord injuries. PVA’s 
review of the design drawings revealed that virtually every room failed to meet 
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Federal Accessibility Standards, and design criteria for spinal cord injury care was 
totally ignored. VA officials ocpiained that they were either unaware that standards 
exist, or that the standards are only guidelines, and therefore can be disregarded at the 
discretion of the medical center. Similar instartces have occurred at VA medical 
centers in Long Beach, San Juan, Sepulveda, Chicago, Milwaukee, and Boston. 

• Industry Standards for PnjeetDtsign itM Fottowed 

in the absence of standardized procedures for project development, VA medical 
centers are developing projects, which appear to be inconsistent with industry norms 
and statutory accessibility standards. For example. PVA recently visited the 
Milwaukee VA Medical Center to inquire about praised plans to relocate a spinal 
cwd injury facility. The medical center staff presented final design drawings, 
prepared by ntm-archiCects, without the benefit of VA SCI Center design criteria, and 
had just secured the services of a local architect to create construction documents. 
When PVA architects pointed out that the proposed design violated the 1968 
Architectural Barriers Act and did not conform to VA design standards, they 
cancelled the project. 

PVA believes that these examples are indicative of a widespread systemic problem that 
threatens the viability of the VA System, particularly for veterans with spinal cord 
dysfunction. These problems will only become more exacerbated with the planned 
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further reduction of VA Office of Facilities Management personnel who develop and 
maintain design aitd construction standards for a national system of 171 medical centers 
and over SOO satellite clinics. In particular, the decentralization of the VA health care 
system will only be effective if a meaningful support frameworic is retaiited to provide 
uniform standards for medical care aitd facility design. Without an appropriate oversight 
process, providing some form of "checks and balances,” the VA system may soon 
become 22 separate systems with wide-ranging levels of disparate care, inaccessible 
facilities, and inadequate quality control. 

PVA believes this issue requires urgent consideration at the highest levels of the 
department and the Congress [niorto any further downsizing, or decentralization, of the 
Office of Facilities Management. 

Construction Priorities: 

A major test of the c^tacily to {mvide specialized services such as SCI care is the 
willingness of the VA to maintain its physical space by constructing and renovating SCI 
centers. In this area as well the department if falling short. 

Tampa Renlacemeni SCI Center For well over a decade, VA has identified the need to 
replace the Tampa SCI center. The existing center has one of the highest demands for 
care in the VA system, and yet it continues to suffer from major space deficiencies and 
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even life safely violaiions. The design for the project has already been completed and 
yet, to date VA has refused to include construction funding in their budget submissions. 
The House Committee on Veterans’ Anaiis has authorized the project on two separate 
occasions. Earlier thb year, then Acting Secretary, Herschel Gober assured PVA and 
House Committee Member, Representative Michael Bilirakis that construction funding 
(S20 million) would be included in the FY 2000 budget submission. We hope the 
Department holds to this promise. 

Puerto Rico Replacement SCI Center The House Appropriations Committee and the full 
House have approved FY 1999 funding for a major construction project in San Juan, 
Puerto Rico. Funding for the project (SSO million) was to have included a 15>bed SCI 
Center. We understand now, however, that project funding shortfalls are leading project 
managers to reconsider the elements of the project. Under one scenario, the needed SCI 
beds would be eliminated. Such a move is intolerable and must be stopped. 

Recommendations; 

Need for Centralized Management: Based on VA's track record so far. the best case 
scenario to protect spinal cord dysfunction centers and programs would be to centralize 
Ihcir management, budget and oversight functions at the National Headquarters Level. 
TItese are distinct programs with distirtci physical space, identifiable resources and 
staH'ing. They serve an identifiable patient population with an identifiable curriculum of 
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serviMS.' The SCI centers, in particular, at the present time have been left to Rounder, 
subject to the disinterest of National Headquarters leadership and the cost-cutting whims 
ofVISN and hospital directors trying to reshape their functions into experimental 
management schemes. 

Long-standing VA treatment guidelittes for SCI care, such as VA Manual M-II, Part 24, 
are being largely ignored. Local managers are inventing their own pathways to care. 
Instead of one national system for SCI care, the VA has a growing pattern of 22 different 
SCI systems. What follows are wild variaiioits in care from one hospital to the next and 
one VISN to the next. What has been a carefully sculpted nationwide program, providing 
pre-eroinentleadershipin the ReldofSCI titedicine, is definitely at risk. The Congress 
needs to bring the reins back in. These programs need leadership not avoidance. 

Need for Improved Managcncnt Information Systems: First and foremost, VA needs 
the information and data systems to be able to accurately define its capacity for care. As 
clearly seen in the recent reports to Congress, VA measurement systems are grossly 
inaccurate and wholly inconsistent from one VISN to the ttext. An adequate data 
collection system also requires trairted personnel to collect and analyze that data. 

Need for Improved Stafling for SCI Chief Consultant; The SCD system has an offtce 
of the Chief Consultant for the Spinal Cord Injury and Disorders Strategic Healthcare 
Group which could serve as proper data collection center. However, that office is 
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certainly not stalTed to accept this needed role. The Congress should require ihc VA to 
provide additional FTE for this office to {vovide meaningful data collection and analysis 
functions. To further support this activity, each VISN should appoint staff charged with 
assisting the Chief Consultant in the role ofoverslght and data collection by monitoring 
the provision of SCD care in their area of jurisdiction. 


Maintenance of Specialized Services Should Be Included in VISN Management 
Performance Measures: The maintenance of capacity for ail specialized services, 
including SCD care, should be made part of the performance measures for management 
personnel from the level of the VISN director on down. 

VA Should Fill Vacant Positions in SCI Centers: As suted previously, PVA is also 
concerned about the length of time being taken to fill critical staff vacancies in its SCI 
Centers. Most notably are the vacancies in VA SCI Chiefs. These vacancies have a 
direct effect on morale of staff and the quality of care. While some difficulty in 
recruiting qualified individuals to accept employment with VA may be understandable, 
VA is still not using the broad authority that is available to obtain these needed personnel 
on a contractual basis while permanent employment recruit continues. These authorities 
are used routinely by the VA to obtain other scarce medical specialties such as 
radiologists and anesthesiologists. SCI Center Chiefs are no less important. Rather than 
leaving these crucial positions vacant for extended periods, VA should use its expanded 
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sharing (38 USC 8153), or scarce medical specialists (38 USC 7409) authority to fill 
these positions on a contractual basis while employment recruitment continues. 

Mr. Chairman, maintaining VA specialized programs and services is PVA's highest 
priority. Our entire national staff, our extertsive network of service ofTicers around the 
country, and our chapters are committed to this goal. We are determined to see that VA 
reorganization, cost-cutting, and seeming insensitivity do not undermine the quality and 
quantity of the care our members have earned and deserved. With your continued help, 
we will insure that VA's spinal cord dysftmction programs remain strong as one of the 
recognized core specialized services of the VA health care system. 

This concludes my testimony. I will be h^y to answer any questions you may have. 
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October 7 - Dtcembtr 1997 

OcU^7-9. 1997 
October 15-17. 1997 
October 15-17, 1997 
November 4-6. 1997 
Novendwr 4-6, 1 997 
December 2-4, 1997 
December 9-13, 1997 



Januaiy 6-9, 1998 
lanuaiy 13-15, 1998 
Febmaiy 10-12, 1998 
Febnury 17-20, 1998 
Mardi3-6, 1998 
March 9-11, 1998 
March 31-April 2, 1998 
April21-24. 1998 
May 19-21, 1998 
June 7-9, 1998 
June 10-11,1998 
June 14-16,1998 
July 6-8, 1998 
July 8. 1998 

Auamt 11 - October 1998 
VIsIti to be condnctcd 

August II. 1998 
September 21-23, 1998 
Sept. 29-Oct. 2. 1998 
October 6-7, 1998 
October 13-14, 1998 
October 20-22, 1998 


Attachment A 


Site Visit Dates 

Fiscal Year October 1997 - October 1998 


Oklahoma City, OK 
BrocktonJWest Roxbuiy 
St. Louis, MO 
San Antonio. T7C 
TanqM, FL 
Memphis, TN 
Long Beach/S^lveda 


Houston, TX 
Albuquenjue, NM 
Hines, IL 
San Juan, PR 
Cleveland, OH 
Milwaukee. W1 
Augusta, GA 
Bronx, NY 
Dallas. TX 
Richmond, VA 
Hampton, VA 
Tampa, FL 
Miami, FL 
Milwaukee, WI 


Cleveland, OH 
Palo Alto. CA 
San Diego, CA 
Oklahoma City, Ok 
St. Louis 
Boston 


G:UKiV>tdUtar 


acUSvSna 



118 


Attacbment B 


VHA Capacity Report Presented to 
the House and Senate Committees on Veterans’ AfTairs 

Paralyzed Veterans of America 
Health Policy Department Analysis 

July 15, 1998 

The inilial Capacity Report in May of 1997 contained a number of shortcomings in the 
way cecity of the specialized programs for veterans with spinal cord dysfunction were 
accounted for. Patients, beds, PTE, and dollars were all undercounted. Since the report 
was (0 establish a baseline against which all future Report Presented to the Committees 
on Veterans measures of capacity would be compared, we consider the report 
unacceptable. Our concern that future reports could be misleading by introducing 
workload measures at facilities previously unaccounted for without adjusting the 1996 
count appears to be valid in view of the 1998 report For example, patient counts at SCI 
clinics operating at Iowa City (3S patients), Fayetteville (30 patients), and Asheville (12 
patients), were included in 1997 without identifying how many patients were treated in 
1996. Others, which should not have been counted, such as Montrose (34 patients), were 
included. Review of the report also indicates that patients treated at a number of SCI 
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clinics known to be (iterating conlintM to be absent from the repoit. The following is a 
list of these ftcilities: 

Portland 
Oklahoma City 
Wilmingtoo 
Nonhport 
Lebanon 

West Palm Beach 
Cincinnati 
Grand Island 
Biloxi 

In short the method of relying solely on the Patient Treatment File (PTF) to count 
patients receiving care through the SCI service is inadequate. There appears to be a tack 
of unifonnity in the way &cilitie$ code SCI clinic stops. Therefore patient counts and 
dollars portrayed in the report ore not reliable. 

SCI BEDS 

The report does show a decline in tbe number of SCI beds that were staffed for operation 
from 1996 to 1997. The apparent modest five percent reduction from 1,IS9 beds in 1996 
was actually 13% when PVA field service officers counted beds. This discrepancy is 
more dramatic when bed days of care that were delivered to SCO patients in bed sections 
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other than SCI were considered. By adding those bed days of care that could be more 
appropriately delivered through the SCI program at each of the reported facilities, the 
total number of SCI beds needed system-wide is 1,282. The aitaclted table provides a 
comparison between beds in the Capacity Report to Congress, those reported in PVA's 
field survey, and those suggested in PVA's planning recommendations. Potential 
referrals fiom facilities with SCI clinics are also indicated. These are beds that are 
occupied on a daily basis by patients with SCD at facilities that operate an SCI clinic. 

Nursing Home Beds 

Nursing home patients are not included in the capacity report, however M2 Part XXIV 
2.08 clearly indicates that SCI patients requiring nursing horrte level care be cared for in a 
VA facility. PVA's studies of nursing home patients with SCI indicate that development 
of secondary conditions such as pressure sores is more prevalent in facilities that do not 
have staff with SCI training. Yet VA continues to place these patients in contract nursing 
homes. 

Discharges from VA medical centers to nursing homes were examined to quantify the use 
of contract nursing homes to care for veterans with SCI. There was a five percent 
increase in VA's use of contract nursing homes to care for SCI patients in 1996. Forty 
more veterans with SCI were discharged to community nursing homes in 1996 than in 
1995. The total of 253 veterans represents 43% of the total veterans with SCI discharged 
to nursing homes. 
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Comptrlton of VA Copodty Roport 
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AttschMat C 






GORDON H. MANSFIELD 
EXECUTIVE DIRECTOR 


Gordon H. Mansfield was appointed executive director of the Paralyzed Veterans of America 
(PVA) in April 1993. In this position, be oversees and directs the daily operations of PVA’s 
national office. 

From 1989 to 1993, Mr. Mansfield served as assistant secretary for Fair Housing and Equal 
Opportunity at the Department of Housing and Urban Development (HUD), where his 
responsibilities included enforcement of the Fair Housing Law. 

From 1981 to 1989, Mr. Mansfield held a number of positions at PVA, including serving as the 
organization's first associate executive director of Govenunent Relations. 

Prior to joining PVA, he practiced law in Ocala. Florida, specializing in poverty-related 
litigation. 

Bom September 15, 1941, in Pittfield, Massachusetts, be earned a B.A. in 1964 from Villanova 
University and a law degree from the University of Miami. 

Following his graduation from Villanova. Mansfield enlisted in the Army. In 1968, during his 
second tour of duty in Vietnam, while serving as company commander with the 101st Airborne 
Division, Mansfield sustained a spinal cwd injury. His combat decorations include the 
Distinguished Service Cross, the Bronze Star, two Purple Hearts, the Combat Intotiyman's 
Badge, and (he Presidential Unit Citation. 

Mr. Mansfield is a recipient of the Presidential Distinguished Service Award; the Villanova 
University Alumni Human Relations Medal; and, was inducted into the U.S. Army Officer 
Candidate School Hall of Fame in 1997, 

Mansfield resides with his wife Linda in Alexandria, Virginia. 
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[nfomwion ReouicBl fry Ruk XI 2tt)(41 of the House of Rcpreienlalivc 


Piimani loRule XI 2(gX4) of Uu House of RepKseuuiiive. ihefollounng inronnalion is provided 
regarding federal grants and conlricis. 


Fiscsl Year IW8 

General Services Adiniitisiraiion — Preparaiion and prcscnlaiion of seininars regarding inipleinenlaiioii of 
(lie Ainericaits Witli Disabilities Ad ,42 U.S.C. $12101. and tcquirciiiems of llie Uniform Federal 
Accessibility Standards — S 15.000. 

Deparlinenl of Vdemiis Affairs — Donated qiace for vdctaiis' rcpresenuiion, authoriredby 38 U S.C 
$5902. — t243.912*(asofDeecmbef31.l992>. 

Court of Veleratu Appeals, artministercd by the Legal Services Corporanon — hialioiMl Veterans Legal 
Services Program — t63,6S(>(asafDeceiiibcr31, 1997). 


FiKal Year 1997 

Archiieclural andTransporUlion Barriers Comptiance Board— Develop illususitions for an Americans 
Wilh Disabilities Act. 42 U.S.C. I2I0I. lechni^ compliance nianiial — $10,000. 

Departnieul of Vcierans AITairs — Donaled space for veMians' rtprescnuiion. autlioriited by 38 U.S.C. 
$5902. —$973,651 • 

Coiirl of Veteraiu Appeds, administered by ihe Legal Services Co^onuioii — National Veremns Legal 
Services Program — $238,307, 


Fiscal Year 1996 

General Services Administnlioii — Preparaiion and presentation of seininars regarding impleincnlaiion and 
the Americans With Oisabililies Act. 42 U.S.C. $12101.— $25.0(W. 

Federal ElecriotuCommisiion— Survey accessible poUiog sites lesiiliiiig from rlic enaclincnl ofllie Voting 
Access for ihc Elderly and Handicapped Ad of I9g4, P.L 98-135. — $iO,UOO. 

Depnnmeniof Vererans Affaira— Donaled space for veterans' represenlalion. aulliorized by 38 U.S.C. 
§5902, — $897.522.» 


Conn of Veterans Appeals, adniiiiisicred by the Legal Services Corporation — National Vderans Legal 
Services Program — $200,965. 


* ITiis space is niilinrued by 38 U.S.C. $ .5902. These figures are esliinates derived by calculating 
stpiare footage and associated utilities costs. It is our belief iliM this ^ace does nor consliliilea federal 
gram or conitad, bul is indudedonly for the convenience oTlheCommiliee. 
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STATEMENT OF 
JACQUELINE GARRICK. ACSW. 

DEPUTY DIRECTOR, HEALIYI CARE 
NATIONAL VETERANS AFFAIRS AND REHABIUTATION COMMISSION 
THE AMERICAN LEGION 
6EFORE THE 

SUBCOMMITTEE ON HEALTH 
COMMITTEE ON VETERANS' AFFAIRS 
UNITED STATES HOUSE OF REPRESENTATIVES 
ON 

VA SPECIALIZED AND REHABILITATION TREATMENT OF 
DISABLED VETERANS 

JULY 23. 1998 


Mr, Chairman and Mambara of tha Subcomn^ittoa: 

Tha American Legion '• grateful for the opportunitv to convnent on the 
Department of Veterans Affairs (VAI implementation of section 170S of title 38. 
use. and its managament of these special programs. After reviewing VA's report 
to the Committees on Veterans’ Affairs of Tha Senate and House of 
Representatives on 'Maintaining Capacity to Provida for the Specialized Treatment 
and Rehabilitative Needs of Disabled Veterans,* The American Legion has several 
concerns. 

Public Law 104-282 Section 104 mandates VA to protect Its capacity to 
meet tha specialized treatment and rehabilhaiion needs of disabled veterans within 
existing appropriationi. The lew is aimed at ntaintalnirtg capacity in a manner that 
provides reasonable access to care for Spinal Cord Oyefunotion, Blindnast, 
Traumatic Brain Injury, Amputations, and Seriously Mentally III Including Substance 
Abuse, Homelessness, and Post Traumatic Stress Disorder. The Balanced Budget 
Agreement raquirsa VA to meet this challertge with no significant utcrease to its 
buying power. Tha American Legion questions VA's ability to 'do more with less' 
In these highly technical and complicated treatment arenas. 

The American Legion commands Congress for its foresight to eruure the 
scope and quality of these specialized progrsnts are maintained. VA is often the 
only local provider, end is tha unparellaied national leader in providbig these 
services. Monitoring these programs is partieularly important in light of VA's 
challertge to maintain capscity with a budget that will not keep up with Inflation. 
There is avUanca that suggests these programs warrant continued monitoring so 
that there is no diminution of special services. For example, since the enactment 
of P.L, 104-262, there has bean a significant increase in the demand for prosthetic 
devices. The FY 98 second quarter report of Delayed Prosthetic Orders shows a 
125 percent increase in deleyed orders with eighty percent attributed to an 
increased werUoad with insufficient staff. Tha monitoring of capacity contributes 
to the ongoing observations and evaluations of such issues. Ongoirig evaluation 
arid research is necessary to rTtsintain program integrity and viability. Ultimately, 
it ia hoped that when such ckeumstances are identified, correotiva actions will be 
taken by VA. 

The effort to maintain capacity hae involved challenges in terms of defining 
capacity artd how to effectively measure H. Preliminary monitors have included 
the number of unique individuals treated and dollars expended with some 
consideration to bed levels and FuN Time Employes Equivalent IFTEEI. There 
appears to be consensus that outcomes should be used in determining cspecity. 
However, this will be in the future as it will take time to develop measures and 
collect meaningful data. Whle The American Legion concurs with the importance 
of outcorrte measures in sssessirtg capacity. It also bNieves there is rrterit in 
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fnonrtoring current parameters, in particular, dollars expervded. The VA's 
Committee on Care of Severelv Chronically Matrtally IH Veterans (CCSUI) observed 
that a decrement m continuity for substance abuse treatrnent, and the drop in 
numbers of veterans treated was accompanied by fewer resources invested In the 
two VISNs with the most significant drop in performance. The American Legion 
recommends measuring capacity by evaluating resources expended with patients 
treated, and then documenting outcome. 

According to VA's second report on rrraintainirtg capacitv (May 19981, 
capacity, as measured by the number of unique Individuals served nationally in the 
programs, has been maintained. Capaoty, as measured by resources expended, 
hat dropped In soma cases, often refiectmg a shift to outpatient care modalitiea. 
tMiila The American Legion recognizes VA's ongoing commitment to these 
programs, there have been chaHanges in meeting the mandats to maintsin capacity 
at Che level commensurate to the time of the Ipromulgatingl legislation lOctober 
1996). In two networks, B. headquartered in Bay Pines, aitd 18, headquartered in 
Phoenix, tiiara are no long term mental health services available. The Arrwrican 
Legion views this as an inequrtsbie distribution of capacity, in spite of the oyarsll 
national average being maintained. This does rtot seem to be a logical conclusion, 
nor does it aaem to be in keeping with the spirit of the law. 

The American Legion is also concerned with the definition of accass used by 
VA as being linuted to tirrteliness. The Americsn Legion VA Locale User Evaluation 
IVALUE) Workbook defines access *bv the key characteristics of market 
penetration broken down into both medical groups under VERA, as well os, by the 
seven priority groups and the quantifiable measures aimed at providing the most 
accurate picture of the avalsbility of health care sarvicet such as timeliness of 
eppointmonts and availability of diagnostic services.' I Sea Attachment A.) If VA 
only measures timelinees. it does not gat a full perspective of veterans' access to 
VA specialized programs. 

The main critieiam of this year's Capacity report to Congress has been the 
unreiisbillty of the data. Beth adwsory committeet noted serioua shortcomings 
with the data collection. The Advisory Committae on Prosthetics and Special 
Oisabilitias Programs lACPSPO) went to far as not to ertdorsa the draft report 
because of the flawed data. VA hes acknowladged the nacaasity for more timely 
reiitOls information ao that Network Directora can respond to program changes 
and correct problentatic areas. Obviously, VA's efforts to monitor these 
specialized services are contingent upon its ability to gamer accurate data. 

The inaccuracy in the VA date on Spinel Cord Oysfunction has been wail 
documented by the Paralyzed Veterans of America IPVA). Capacity haa been 
grossly under-reported by VA. In addition, there is rto conaistancy in the workload 
data for FY 96 and FY 97. Therefore, it is not a reliable measure for capacity. 

In addition. VA reports that both dollsrs expanded aiHf patients treated 
increased from FY 96 to FY 97 by three percent and four percent, respectively, 
However, FTEE and operating beds decreased by six percent and five percent, 
respective. This seems irtconsiatent airrce FTEE and operatirtg beds would be the 
primary source of expenditures. If these are down, than where else are the costs? 
How are these unknown coats being documented arid monitored? 

The American Legion sHa on the VA's Consumer Counsel for the 
Committae on Care of Severely Chronically Mentally III Veterans ICCSMI). er>d was 
involved in the developtnent of its Second Annual Report to tiie Under Secretary 
for Hesitii. February 12. 1996. The American Legion praises the SMI Committee 
for all its work on behalf of veterans with disabling paytfiistric disordsts, and 
refers Congress to its comments on capacitv bt section II. 'Treatment Delivery to 
Seriously Mentally III Veterans.* of this report. In addition, the SMI Committee 
report also includes the FY 97 report from Dr. Robert Rosanhack on the Mental 
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Haalth Pariormance Mortilotino Sysiam. Tha Amartcan Legion finds this to be a 
s'lgnlficsnt raperting mechanisfi). and has rafarred to it savaral times when 
conducting its own sits visits. The mental haalth report card it a valuabia tool In 
assessing quality of care, which is s crudsl element in accessing capacity. 
Capacity becomes masninglats without incorporatiitg quality and patient 
satisfaction, 

Tha American Legion would like to take this opportunity to shore previous 
experience with trying to analyse tha data VA currentiy has submitted to 
Congress. Tha American Legion Field Service visited the Cleveland VAMC Center 
of Excellenca lor Homeless Veterans during February 16-20. 1996. At that time, 
Field Service Representatives identified concerns with VA data on homelsss 
veterans treated, and the dollars spent on these services. The American Legion 
noted the Northeast Program Evaluation Canter Reports for FY 96 and 97 indicated 
a drop in veterans treated by 238 (going from 433 in FY 96 to 297 in FY 97J while 
at the same time tha Cleveland Center was declared a Site of Excellence. In a 
June 2, 1996. follow up letter to The American Lagion from Laura Miller, Metwork 
Director. VISN #10. she stated, 'This report (first draft of FY 98 report on 
Capacity for Cortgress) contained a maior error In calculating tha number of 
veterans receiving specialised homeless services and the dollars spent on such 
services.* She goes on to explain how the proWam arose, and provides a new FY 
97 figure of 432 vetarans served. However, according to the report released to 
Congress Appendix A, Table 1A-6b, the FY 97 figure for vetarans seen In 
Cleveland is 498. According to Ms. Miller. VISN flO's cumulative numbers for 
veterans treated was 646 in FY 97 which is below the FY 96 Rgure of 963. 
However, again, the report to Congress shows a different figure of en increase to 
1,056. <T7>ere are similar discrepancies in tha dollsrs expended.) This is 
inconsistent data, and, ahhoirgh an isolated example. The Arrwncsn Legion cannot 
help but question tha validity of the numbers reported. 

In sum. The American Lagion flrtds tho VA report en maintaining capacity (o 
be flawed in a myriad of Its methodologies and condusiona. It is incompMs since 
it is yet unable to report on outcomes. Capacity cannot be defined without an 
understanding of quality. The American Legion urges VA to utiliie the expertise it 
has within its own resources, like the NalionsI Canter for PTSO, and develop 
appropriate outcome measures. These measures should be instituted In 
conjuncture with existing Input measures, srtd not replace them. Yet. the 
overarching concern for capacity begins with the Balanced Budget Agreement, and 
VA's abilitv to continue to provide specialized cars to ell veterans who will need it 
In the twenty-first century. 

Mr. Chairman, that concludes this statament. 
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STATEMEffTOF 

UCHAKDA. WANNEMACHEM. JK. 

ASSOCU TE NA TIONAL LEGISLA JIVE DIRECTOR 
OF THE 

DISABLED AMERICAN VETERANS 
BEFORE THE 

COMMITTEE ON VETERANS' AFFAIRS 
SUBCOMMITTEE ON HEALTH 
UNITED STATES HOUSE OF REPRESENT A TIVES 
JULY2J.I9n 

MR. CHAIRMAN AND MEMBERS CV THE SUBCOMMTTTEE: 

I am pleased lo appear before you to present the vievis of (he mote than one million 
members of the Disabled Americaa Vererms (DAV) and its Women's Auxiliary on the 
Depanmenl of Veterans Affoin' (VA's) mission of provIdiDg for the specialized treatment and 
rehabilitative needs of disabled veterans. 

The DAV. AMVETS. Patal)^ Veterans of America (PVA), and Veterans of Foreign 
Wan of the United Ststes<VFW)join together each year to assess the state of veterans' programs 
and its funding resource needs. We presetti our colie^ve views on policy questions, 
progtammalie issues, and resource requirenrcnts. 

Since we ate not motivated or constrained by tbepolilics of the Federal budget process, 
our analyses are more objective and can be mote candid than the assessments presented by VA 
officials. Because our goals are purely related to what is best for veterans and thus what is best 
for their programs, and because we are not c o ncerned witb the political exigencies of tbe 
moment, we focus on Imig'term efTicieocy and eRccliveness rather than ri»i1*icrm. budget* 
driven goals inherent in the Adminisirstlon'sapproach. We therefore believe our 
recomniertdatioits more accumely refkcl the resources n c c essm y to enable VA to provide an 
acceptable level of benefits and services for om Nation's more than 2S million veienns. tbeir 
dependents and survivors. 

This year, as ut have done for the past 12 years, we have pepared our analysis and 
recommendations in addressing VA'sprogram-speciftc strategies and goals in the mayor sections 
of the Veterans Indepemkni Budget and Palley ~Fts<al Tem 1 999 (IB). 

Within foe medical pograms section, foe IB addresses the specialized services mission of 
the VA. Sotiw programsare "special'' because ofihe population they serve, while others are 
"special” by statute Isectlon 1706 of tide 21. Uniled States Code). 

The specialized services section of foe FY 1999 /fi discusses community-based outpatient 
clinics, services for blind veterans, spinal cord iitftiries, services for homeless veterans, services 
for women veterans, prosthetics and s en so iy aids, and services for veterans with serious mpttal 
illness. 


Because the four orgmrizstions wmb closely throu^sout foe year, we have agreed to limit 
our testimony today to the specific areas with wtuch we ate most fomiliar in addressing foe 
capacity of specialized services. The DAV has been honored with foe oppociuoity to serve on 
both the Advisory Cotnmitlees on Prosthetics and Special Disabilitias and on the Consumer 
Advisory Council to foe Coimriince on Cae of Severely Chronically Mentally III Veterans. 

PROSTHtmCSANDSllfCSORYAlPS 

In foe past, prosthetics funding hsd been centrally beaed to ensure foal services for 
prostheticsandsensoiyaidsweTeprDvidedwbenroedicslIyDeeded. We have been advised that 
whh foe shift of ftmding to foe loc^ level, shortages and delays have occtirred ceusii^ veterans 
to forego necessaiy services until holding is made available. 

We undeistand foil funding for prosthetics and seosoiy aids, refoei than being centrally 
controlled to allow for monitoring and reserved for Imer use will be based on Veterans EquilaUe 
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Rnource Allocalioa (VERA). We ere concerned thel with the Qei-lined epproprittioit staffing 
sboflages within prosthetics and sensory aids service will force comiiuied deta^ in orders and 
will not allow for local site visilatMn. staff mining and the mooitariiig of services delivered. 

Internal pressures are being placed on clinkiiDS and managers in providing prosthetics 
and sensoiy aids. The Natiociai Delayed Prosdielic Order Report for the second quarter of fiscal 
year 199g indicates that gJOO (1. 6K) of the cuneni orders (529.g2d) ate delayed. TherepMi 
also indicates that the prcdomioaotieasaci for the driays was excessive workfoad in JAll cases, 
followed by staff shoruges in },073 cases. 

Mr. Chairman, this dilemma cannot be allowed to cootunia. Veterans whose oidets are 
delayed and cannot timely obtain inificial limbs, supplies and devices, wheelcbsirs, eyeglssses, 
and hesring side ere being further delayed in their rehabilitation and return to gautfo] and 
competitive employmenL 

In an anempl to fill vaesm ptoeibetic services pcfsonnel poshicms. locsl VA Medical 
iacilitics are transt^ng other personnel within the Cacililies who arc loilnined and unable to 
fulfill the VA's conunllmctH to these men and women who rely on VA health care for improving 
their fonctlonal Clitics. 

We recommend the Mlosving: 

» Veterans Health Administration (VHA) must oemrally main suflicienl prosthetics and 
sensory aids finds and sllocste those finds —or excess funds from other VISNs — to 
VISNswith shoitfoUs. 

» VHA must add at lean three full-time employee equivalents to the Stmegic 
Healthcare Grot^ for Prosthetics and Serwoiy Aids at VA Headquaneis. 

• VHA clinicians must be llfowed to prescribe prosthetic devices and sensory aids baaed 
on medical need, nol cost. 

• VISN directots must ensure that prostbetict and sensory aid depanmems are fully 
staffed by appropriately trained teems and directors. 

Mr. Chaiimnn. it makes sense 10 gel these veterans rehsbililatcd and returned to gainful 
employment as soon as feasibly possible. 

arBKHTHVMtlUTAMVIlJ. 

We esrimaie that as many la tOS of VA users access specisJ prograns at some point in 
ibeic life, and Ihsi 20K of the cufRiH VA health care population utilizes mental health seivices. 

1 would like to publicly express owappreciaiiootn the co^haln of the Committee on the 
Care of Severely Chconicaily Menlslly III Veterans. Or. Robert Fowler from VA Medical Center 
(VAMC) Dellas Texas, Mr. Si^hen Berman from VAMC West Los Angeles. Califonna. and 
the entire committee for alfowiag cons t aner invoivemem in developing the two repons to 
Congress, dated February 14, 1997. and February 12. 199t. as well ts their ^enaeas in providing 
quality menu] health seivices to ffiis Nsboa'i sick and disabled veterans. 

The Consumer Advisory Committee of the Cooimitiee on Severely Chronically Mentally 
III Veteranswasestablishcd in I996andD0wineel5 with the fill] committee. Membership on (he 
committee includes r ep r ese nt a tives of DAV. Vietnam Veterans of America, National Alliance for 
(he Mentally HI, the American Legkm, NatioonI Mental Health Associaiion. Subsunce Abuse & 
Mental Health Service Administration and PVA. 

Since our advisory committee's incqxion. the committee has developed a stable 
memberdup and is now assisted by a pan-thne cooctfinslor employed by VHA. The advisocy 
committee has attended fisur meetings with the full commiiiee and is fully incoiporated into the 
committee's operaiHHis, including membership on various subcommittees w lad forces. The 
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fldvisofy commiTiee «lso has a momUy idqibone con faoic e call and a monthly ncwsietler 
prepared by the coonlinator. Mn. Lucia Freedman. 

Ic the full conmittee's lim report on SepUniba 14. 1997. it made 1 7 recomnteodatkins 
that addreuedavaiieiyoriasiieapertBning to ttecareoTserioiialy mentally ill (SMI). For the 
purpose of this most tunely heati^ I will only mentioii a few of the reconunn^alions which we 
feel bear repealing here today; 

• Review proposed bed^togronclostBcs and policy proposals in reinvesting cost 
savbigs in providing a cotiiinutim of care for the seriously mentally ill. 

• Simplify data hum Nostbcsst P rogr am Evaluasioo Center (KEPEC) on VA programs 
(bat affect mental health pcogiitns. 

• Publicize successful consumer programs, both VA and non VA. 

• ProcDole atui.stigma training related to mental illoeas for the VAMCs. which includes 
personnel from areas other than mental health programs 

• Reviewpoliciesstichasptiannacypiotocolsaiidcoiifidcntialicyguidelinesthalaflecl 
persons with mental illness. 

• Have input into developnicnt of measures of customer aalisfacuon. 

• Have mental health measures in the VISN director's performance measures. 

• Have a veteran mental health consumer on the Consumer Advisory Committee. 

• KelpdevelopanalionalnetworfcofVISNandlocalfiicitilymenialbeehhconsumer 
councils 

Additionally, 1 believe it should be noted that with ibe decline of ir^atiesn heellh care 
delivcty, veterans itceiving outpedent mental health s ervices increased 5.7H while the non' 
mental health outpaiieoi servicca loae 9.7H. 

Thecomminee'ssecondivpoRonFebruaiy 12. 199g included the following 
tecommendaiions ihu have not hem addresaed. and thus wananl repceting: 

1) Community Basad Outparient Clinics (CBOCs); 'lh« each Network review the aervices 
provided ^ existing CBOCs and evahiaic whether the addition of basic primary mental 
health servicca to Ibe seriously mentally ill to those CBOCs currently without such 
services is warranted." The commitiee staled that "VKA Directive 97'0T6 (change I). 
requires that ill proposals for CBOCs cotlUio an assessment of die need for providing 
bt^c primary care mental health services with mental health patients comprising 20K of 
allVA petienis." 

2) Intensive conumutity case management programs and community resideatial 

CSC pr^rarea. adequately sized to the populadoo ofSMT veterans in the area, should be 
established by all appn^riate VHA facilities, sudi as: 

• loieailvc PaycUatrk Cemmaaify Cue (iPCCX e program that opiiniizes the 
health status, quality of life and cotninunity functioning of veterans with serious 
mental illncas who ore high usersofVA nicnlil bcallh inpatieot servicos. Tbisis 
accon^lished by providmg individualized, cofttmunily'beaed services 
characterized by capacity fee iiHcnsive httervesKMet, a peactical problem'Solving 
approach, and continuity of care. 

• AdnH Day Care; Providing heahb maintenance and lebAllilative service to 
veterans in group settings during daytime hours. These outpeliem puogiims serve 
vulnerable populations, such as frail elderly, those with fun^onal or co^iilive 
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unpaiflnefila such ts Ald>eiiner*s disease, and v qer asi s with multiple interactive 
medical problems, significaiu social issues and psycbological needs. 

• Assisted Liviagaad TrusitMAal Hoasisg: Funded by enhanced use lease 
pro g ra m s, this helps VA bridge the gap between iodependcnt living and oursing 
home care. 

• Home Based Health Care: Providing health professitmals the ability to monitor 
and care for severely medically con^romised vetmrs within their booses. 

3) Medicalioii Formulary: Use of new aotipsycliotic roedicatiotL 'Clozapine usage has been 
reviewed at all VA ftcilities and those with low us^ were reqtiesled to determine 
barriers to piesctibing Oozapine." The comminee cortducied a naiimtal survey of tbe use 
ofihencwanlipsycholic agents ihfoughoutVHA. Reports indicBied that barrien existed 
for better education of providers in their use. lack of programmatic structure to support 
the additional monitoring required by Clozaril, and in some cases, financial barriers that 
irtcluded budgetary restrictions thai limited the number of patients who could be 
prescribed the me^cation. 

4) NEPEC should continue to monitor tbe wotUond. ailoeation of resources, and quality of 
care indicators foe mental programs with specific aircntion to substance abuse programs. 

The coinminee's second aruiual tepon continued the above recommendations and 
included the following recoinmendations: 

• VHAshouMstalfCBOCswiAbealihprovidcrswbocanmeetthevecialhealih-care 
needa of v ete rans whenever specialized servicea wmkiond is justified. 

• The Under Secteiaty for Health should be authorized lo survey the clinical management 
at all psychiatric facilities consolidated withio the past three yean to deiemtine the impact 
consolidations have had on the medical cate pioviM at those lacilitiet. 

• That each VISN prepare a brief addendum to iheit butiness plans that addresses 
achievements in the transformalioo end the improvemeni of care for the SMI veterans 
they serve. Ala minimum, thisiepon sbouldaddreas dosuresofinpetieni programs, the 
creation or expansion ofoutpatient programs, tite percentage of inpatient resources 
reinvested in conununlty support programs, and commenu by consuman and consumer 
advocates prior to implemeniation of changes. 

• That the national VA fotmulaty specify tbe use of new antipsyeboik medications in a 
manner consistent with the needy developed practice guidelines for the care of the 
seriously mentally III. h is fisther lecommended that the Network fotmulariet establish 
rules for the use of these agents consUtcM with the national formulary and the practice 
guidelines. 

The DAV has supported VHA in Ha effocts lo make access to medicalion, supplies, 
prostitetic devices and other over-the-counter medically necessar y supplies more equitable. 
However, we are now concerned that the National Formulmy is loo restrictive and impedes the 
delivery of medically sound health cate by not allowing VA health care providers sufficient 
flexibility in meeting the health cate needs of this Nation's sick and disabled veterans. 

Tbe DAV, as well as otiier veterans service organizations, beltave dial a mmaiorium on 
the VA's formulary is nece ssa ry. The mocaloriian should address ciilucal needs and outcomes as 
well as cost efiectiveness of prescription medication, over-the-counlet drugs, prosthetics and 
medical and surgical supplies. 

We have requested that an independent analyss be undertaken in oidet lo address tbe 
efiectsofthe Nations] Formulary on the quality of care being deliveied by VHA to America's 
sick and disaUed veterans. 
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Addilionallyv we ask that: 

• VHA devote sulficieni lesources lo esuUbh more Blind RefaalMliuiuin Oulpalieni 
services. 


• Coi^ess shotdd specifically address le^lation for workforce developmem or 
empioynvnt for homeless veseraos. 

• Congress should reauthorize the Sexual Trauma Act to irKlude National Guard and 
Reserve sexual trauma victims access to VHA sexual trauma counseling. 

« VHA monitor program activilies and expendiiutcs and provide appropriate technical 
training to personoel at VHA bcilities. so that veterans' ability to receive high quality 
prosthelics and sensory aid services are not hampered by the reduced ability of the 
Strategic Health Can Group for Prosthetics and Sensory Aids, a national program 
operated by VHA headquarters. 

« VHA clitiicians must be allowed to prescribe peoslbetic devises and supplies based on 
irredical need, not cost 

• VA shouUexplorelhepossibilily ofusingmililaryphyaiciansfironr iheUniforrrted 

Services Univcrsily of the Health Sciences in treetrng veterans with specialized 
services needs. 

• Congress should etiKl legislation to icquice VHA as pan of it's health care benefits 
package the ability to provide institulionaJ and non-instinoioDal long letm health care 
u pan of its benefits package. 

• We also aak that VHA io^ve its ability to monitor performance and to collect and 
ptfolishdaiaooihc perfotinance of each VISN against any proposal to collect and 
repon only oveiill national data. 

As you have heard here today, because VHA it undergoing massive changes Lbai include 
deuriotating budgets, deccnualization of health care decisions (22 VlSNs versus one central 
office), consolidations, reliance on non-approprialed revenues and staffing shortages, health care 
is not being delivered as Congress intended. 

Therefore, we ask that the management of all specialized aervices be centralized with 
additional staffing h) order to ensure that these services be given the priority and monitoring 
intended when section 1 706 was added to title 31. United States Code, on October 9. 1996. as 
port of Public Law lOd-262. 

This concludes DAV's lestiinoiiy on the managing of health care and medical services as 
required under title 3S. United States Code, sectioa 1706. We appreciate the opportunity to 
present our views, ar^ we thank this Committee fbr its continuing support of this Nation's 
veterans. I am willing to answer any questions that ihe committee ml^ have. 


S 
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iDtrodocttoD 

Chairman Steams, Ranldiig Member Gtiaerrez, and mesdieis of ttie subcommittee, 
Vietnam Veterans of Amehca (WA) is pleased to have an opportunity to present testimony 
about out Wews on the VA's misaion to provide specialized treatmeot and 
rehabilitative needs for disabled veterans. We are especially interested in tracking and monitoring 
the petfbnnaoce-compliaoce requirements for management and healtb care directed by this 
committee in section 1706(b)(1) of PuUic Law (104*262) . 

WA' s priority is to verify that VA is carrying out the ptwsion of setvices for severely 
and chronically mentally ill veterans. We are especially aware of the major changes in the delivery 
and treatmeot for medical care for veterans with illnesses such as Post Traumatic Stress Disorder, 
Substance Abuse and related conditions t^iich are causing an increase in the numbers of homeless 
veterans. These changes have had a strong intact on the quality and standards of care and need 
to be carefully evahiaied. 

We commend the subcommittee for cooductiiQ this important oversight bearing. We are 
active members of the Advisory Committee on Care of Severely Chronically Mentally III Veterans 
required by sec 1706(b) (2)oftide 38,USC. We will address many of our concerns relating to 
how effectively the VA is following the l^Uladve mandate in this law, and if consuhatioa with 
two advisory committees is being followed as required by law. 

We agree with you. Chairman Steams and Ranking Member Gutierrez, and the other 
dediceted members of the health subcommittee, that it is importam and timely to take e close 
measure and evaluatioo of (be performance and compliance of the six special programs covered. 
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Ontcone Retults aad PerformaBcc Mcasaruteats* Moitif Trial and Error 
Shorn Trendi for Dachaa in CcfilMMl lo VtttiMI 

Id our view, the most relevant re<iutreaiedl of Public Law I04>262, The Veterans 
Eligibility Refonn Am of 1996, is the protection of q>ecialiaed treatment needs for disabled 
veterans, and especially the e3q>(icit requirement wtncb (dtligates VA to maintain national capacity 
and lo meet the ^ecialued treatment and rebaUUtaticm n ee ds for spinal cord dysfunction, 
blindness, amputatioos, serious Ulness, Traumatic Brain Injury, and Post Traumatic Stress 
Disorder. Homeless veterans and substance abusers wbo are disabled due to mental illness are 
included as seriously mentally ID. Prior to addressing (be cuirent state ofthe art and the specifics 
for VA's capacity, access, and outcome peffonnence for these vital specia] needs programs, 1 
wish to go on record and express tbe dUanwiimneot and fiustration which veterans are 
experiencing with tbe current negativt md standing with tbe federal goveniment. These 

major and chronic disabilities, are all associated with individual courage and sacrifice in serving, 
defending, and protecting our country . This unique poim has receotiy been forgotten by many 
government. Our moral and legal responsibUiTy are now and always should be to provide the 
highest and best standards of care and treetmcM for vMcnns wbo gave so much in defense of 
America. That obligation must not be eUnunaied nor shirked by those who make our laws at the 
federal level, and those whose duty it is to enforce tbe laws n strong perception and reality has 
surrounded this govenunent like a deadly fog, that is part of tbe general lowering of the 
government's priority ranking for our veterans. This sad decline became reality when the mejority 
in Congress and the President took scarce budgetary dollars of an estimated SIS billion from 
disabled veterans and thdr widows and orphans to pay off high rolling transportation special 
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intercA groups. Those of us who work every day to protect those vdto were wounded in the line 
of duty , must make our voices beard toud and dev by Amedcans vdio vote in Novembv. 

The ODgmng treod of reductioos in VA budget resources is eqtecially troublesome 
for special needs programs. These programs, such u medical care for the seriously mentally ill, 
are costly and staff intensive. Because oftbecompaniively higher costs pv patient, spedal- 
needs eve, such as combat veterans with PTSD, are the first to have treatment reduced or 
»iiniifiit>«t What will happen when the supply and quality of medical services for people who 
suffer from serious mental illness and related chronic conditioos and reduced disability ratings are 
imposed by VA? 

VA's Perfortnance Rasohs for Special Needs Pregranu 

WA, working in partnvship and dose cooperation with our good fiiends and colleagues 
other VSO's shve information and monitor the quality of VA patient care. Our 
sources of information fi'om the field indude: VAHeahb Administration data on care, VSO 
service reps , and case reports from hundreds of veteran patients from every one of the 22 VHA 
networks and their medical care fodhties. 

In this case, we have carefully conndered both the 1997 and 1998 reports to Congress 
submitted by the VA Secretary and Undv Secreury for Health. We intend to devote the 
remindv of our written statement to our own comments, findings , and recommendations targeted 
for the most pan on cutreni conditioos as we see them for three of tbespedal needs programs, 
serious mental illness. Post Traumatic Stress Disorder, bomdess veterans, and substance 
abusers disabled due to mental iUoess. 

Our organization has devoted more ume and attention to these special needs areas than 
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othen, but we want to make h dear (hn we have the same cooccnu ud support for all of the six 

ijligahlmg COOdHiOIlS . 

Scrioas Mcatal fBaen 

As meotioBed io the dau highlights of the VA report Mboined on June 8, 1998. to the 
committee, VA treatment of aerie iuhr tl MriMiH inrrMswt ttv nr»> jirrrmi fromFY 

1996 to FY 1997. During FY 1996, 269,009 individuals were provided at least some 
form of care, and 272,229 received care for SMI in FY 1997. Total VA costs went down, from 
$2,080,239,804 inFY 1996 to $2,013,642,146 in FY 1997. Looking heWnrf the tnv data 
presented in the reports has allowed us to learn about some results that have produced 
unintended consequences. The r^wrted numben of patieots getting treatment for mental illness at 
VA facilities looks good. More patients are being treated for less dollars. What could be better 
thin that 7 

The VA report data shows a cmicb diffcreni paitcm for the category ^VA treatment 
thoin who ire diagnoied ai hemn leriomlv menllUv ill with spfastaace abme Onaoatiooal 
basis: VA provided care for 107,074 unique veteran pabeots with substance abuse during FY 
1996. Bytbeend^FY 1997 there wasadecreaiemtheoumberto 104,441. The cost ditasbow 
a substantial reduction in VA costa for providing substance ibuae trettment, from SS7S, 902,000 
for FY 1996 to $463,372,227 in all of FY 1997. Surely this indicator ia good newt. But does h 
mean that there were fewer nunfoen of petienu treated, cost savingi^overSI12 million in just 
one year ? This resuh should provide any managed health care system very hi^ marks for 
performance. 

The VA repMted data fbr teriously mentally ill homeless individuals treauneat tells us that in 
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FY 1996, VAuetted 24.539 uniaie hemriMa veter«n« and isFY 1997 the number increased 
to 24,613. Again deared goals were adiieved with cost decBiies from S7S.071, 096 
in FY 1996 toS72,764,874 for FY 1997. VA, as a more recent vintage managed care system, 
gets high marks for being able to provide more care for kss dollars. In this category VA has 
achieved cost saving of $2,306,222. 

A final category ofinicreei is the data r^OTtad for veterans with PTSD . Thisdata 
conunues to show the amilar trends, with 39,653 veterans treated in FY 1996, increaang to 
40,027 in FY 1997 PTSD palicnu treated. VA speu SIOl.882,316 on PTSD in FY 1996 and 
$95,222,722 in FY 1997. 444 more patieats were provided health care for PTSD with savings of 
$6,659,594 over the two year period. These impressive profit margins would result in high 
performance ratings by Wall Street stock brewers and financial planners if VA were lifted on the 
New York Stock Exchange and was a private for profit corporation. The data as used to measure 
performance is both mislriading and iUusiofiaty. VA's mission and purpose is not to make a profit 
nor to reduce the level and quality of heath care for veterans and the laws directing its mission. 

No one knows this better than the men and women who serve on this contmittee 
and who are strong advocates for veterans 

We could ant disagree any more forcefully with a policy which is driven in the wrong 
direction. These dollar- driven, bottom- line polices are producing adverse consequences 
nationally. And they are short chaogiag veterans in every category, but they are especiaUy 
harmful for veterans who are poor and wbo sufier multiple health problems related to mental 
illness. VA it not solely respcmsible for this retreat fiom our 200 year lederaJ commitment to care 
for veterans. Other players like OMB/CBO have fixeed the VA budget imo near starvation all in 
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the name of deficit reduetioa But at nltat coats ? Should the beahb and weD being of veterans 
be tranafared to Blue Cross and Blue Shield, or Kaiser PamaneDte, or even state and local 
government 7 We say a resounding NO to this. But the end resuh of consolidations, 
decentralizatioo, and cost reductioos is by deftuh ahiftnig the burden and respon^ility for the 
care of veterans who earned that care to non-VA programs Worse yet, those hardest hit are 
Veterans who once got good care and needed at least some inpatient support to receive tber^ty 
and vital m edica t ions . Longer term care on an iiyalierM basis al VA is a v aniriiing reality And to 
make matters worse, many veterans are being harmed by other cost driven pohdes forced on VA 
which now results in often inferior and restricted medicatioat imposed by cost driven use by the 
National Formulary Program. VA is usng certain ‘'academic and scientific studies" of limited and 
questionable value to rationalize shifting a major share of care and treatnrent for serious mental 
illness fiora ii^itlesl to outpatient. Much more subsairtive valid, and eqrecially independent peer 
review verificetitMi and research on this questionable theory oftreatmenl, is ireeded. Whatweare 
seeing in our case management work fhr our members is thit marry of those vbo need the longer 
term psychological care and have beoefitted from resideatlal treatment, are being giveo only one 
option to“wait for the opening" fbr an ouqratieot appointment on a clinical basis only. It has been 
our experience that this policy hu a very high probability of Cuhve. Many veterans, when told by 
their nearest VA bo^hal or dime to come back later for an appointment, drop out of the program 
com^etely. Many go to the streets and become boneless, many adf medicaie and become 
substance abusers, many end 19 in jails, too marry die or become seriously ill fiom exposure on 
cold urban alleys. 

We have confirmed that the numbers of homeless veterans is growii^ in fact more that 275,000 



141 


7. 

vetenns ire *«tinMigH to be bomeless on lay givta nigbt of the year. Deqiite thii blocking 

ftct, lest than 3H of all of the more tiui $I biDioo federal fiioda by HUD spetu oo homeless 

programs etch year is made available to veteno bomeless protects. The myth that the VA is 

meetiiig all of the seeds for veterans is still prevaisive. but wrong We urge this committee to 
wodc 

with us tod ocher VSOs to do more iO'depth intact 5etd and case managemem studies to find out 
the true io^act for these change. We urge you to help us look behmd and beneath the hidden 
numbers provided by the agency and consider the impact 00 our veterans. We urge you to do this 
soon before more of us ire lost. 

The best way to get the truth is for you as r^resentatives of your districts, to visit first 
hand VA bo^itals, clinics ,tnd vet centers in you home areas. Talk to veterans who use the VA 
health care system , talk to local beahb care providers who care for vetcnns. and talk to the VSO 
service reps, who have great insight. Make you own studies, conchiwAs aitd foct finding 
missions. Listen to the real people back home and discoum most of foe inside the bdtway spin 
that is constantly fed to you here. 

Cenctnslon 

We ask your assistance in helping us to eqdain to our rank and file members why our 
Nttional Government denies care and benefits to veterans and their wives and children at a time 
when new federil budget estimates made by The Congressiona] Budget Office state that “federal 
revenues will outpace federal ^leading by $520 biOion through 2003*. Vietnam Veterans of 
America (WA) appreciates your strong advocacy and support for veterans. 

Ending m s hopeful future outlook, we wish to ei^ress our admiration, respect and 
appredatiOD to Dr, Kizer, Dr. Horvath, Dr. Bttres, Dr. Lduninn and the other outstanding staff 
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at VHA. Despite our diffenoces of opinioa sometiines on poEiey goals and directioii, they are 
ahvays accessible and open to our rrtmmmiK and suggesbons WA continues to retnain 
encouraged about the propessive and forward progress we are encouraged to make by VHA 
leaders in seeking cost effective and workable innovations for treating PTSD. We hope to be able 
to share with you soon our cooperative work on developing improved counseling on an 
incluaionaty basis for and with of veterans. VA remains very positive with our outreach 

program to connect and bond with hard to reach veterans who live in remote rural areas of the 
country, and especislly Native American Veterans. 

This concludes my statement, and 1 will be pleased to answer any questioos. 
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Mr. ChainnaD and Members of dus distmgidshed Subcomminee, on behalf of the Blinded 
Veterans Associetioa (BVA), 1 want to thank yon fix the mvit8ti«> to participaie in this most 
im p f H i iiin Overaijfht Hearing. As you may re^, in Our annual Lfgisliitive Worities presented 
before the Joint Seasion of die Ho^ and Senate Committees c« Veienos’ Afbirs last Febniaty, 
we called fof such an oveisight heating. We trust dus hearing will aasisi this commitiee m 

AeeT iniTie »uhMh.»f VA i« living up tft th.» mnAw^nf lt>g Fliphilrly Pefiwm Act of lOWl BVA 
is especially coDcemed with the piovisioo contained inSectira 1 706 of Title 38 USC requiring 
the VA to maintain its capacity to [uovide lefa^litalive services to disabled veterans. 

This is a parbculatly good time for this bearing. VA is celebtatiog the 30th Anniversary 
of both the Blind Rehabilitation Service and the first Blind Rehabilitation Center located at tbe 
VA Hospital Hines, Dl. Theconceptofacmiqitehensive residential blind rdubilitation center 
was developed, refined and expanded providing VA with the foundation for its outstanding 
service delivery system for blinded veterans. This approach provides blinded veterans with the 
opporttmity to acfoeve acceptance of and adjustment to the loss of visioo tidule at tbe same time 
acquiring the necessary adaptive skills to over ctmetbe handier ofblindness. Weare 
concerned, as dte Veterans Health Administration (VHA) completes its tiansiti<Hi fiom acute 
hospital based health care to outpatient managed primary care, just bow the residential program 
will survive. Tbe overarebing iasue seems to be cost savings. Inpatient programs are viewed as 
urmecessaty, expensive programs. Further many VHA offiirials and Network Directors caimot 
uDderstBod why blind rehabilitatiott services caimoi be provided on an outpatient basis. This 
notion is cleariy cost driven and foils to recognize the intrinsic value of the residential t^toach 
and the depdi to which it is able to accomplisb so much to restore a blind persons self esteem, 
worth and confidence. 

Tbe reason this model is so successflil is because tbe blinded veteran is totally emetaed in 
a completely therapeutic eovironmenL Tbe center based program provides tbe veteran tbe 
opportunity to live twenty four boura a day seven days a week with others who are experiencing 
tbe ytmn problems, anxieties and fears. This opportunity to share this cmnmon experience 

contributes mightily to the adjustment ifoase of the program. Tbe expectations for tbe blinded 

veteran are also totally different from those in the community or even tbe fomily. Family 
members as well as the community as a whole e j tpe c t little firm a blind person and lend to be 
over protective and not allow that individual the space and opportunity to develop fonctiona] 
independence. From tbe moment tbe veteran arrives at foe BRC, be/sbe is etqiected to become 
independent and do many thitig« for him/beiself. For example it is exp ecte d each student is 
responsible for getting to all meals and classes independently, to itiaintain his/her room inciuding 
meifing the bcd daily and chenging linens weekly. Tbe beauty of this program however, is that 
nothing is expected that tbe vet has not been tiaiDed to do and ia fully enable of m a n ag in g 
independently. Tbe key to foe effectiveness is foe program builds on sm^ successes initially 
and with each achievement new and more difficult challenges are progressively added. Tbe 
veteran is never required to accon^lish any task without foe eppropiiaSe training and preparation. 

Before delineating BVA’s recMnmeodations associated with tbe existing system and 
local problems, 1 want to describe in some detail each of tbe specialized services provided by VA 
for blinded veterans. This undetstandmg is crucial to evaluating foe approprialeness of 



147 


management decisions effecting these piogiams. The ^^bility Reform legislation refemd to 
above has just that ^vided a uniform package of benefits for enroUees with strong emphasis on 
primary and preventative care. BVA folly siqtponed the need for the ERA aad believes strongly 
b timely access to preventive care all veterans. Likewise, we strongly siqtpoited Dr. Kizer's 
"Vision Fw Change" and his subsequent "Prescription for Change” and “Journey for Change.” 
BVA recognized the need to change ttie diiecdmi of VA health care and the fact h could no 
longer maintam its hospital based approach, b addition to not being economically viable, it was 
not the most efficient aal effective means of delivering quality health care. Ccttcepwally, diis 
new delivery mode! should provide veterans with greater access m high quality timely services. 

Dr. Kizer’s concept of adopting managed cate principles provm] successful b the private 
sector semns to make go^ sense for the VA system. BVA remains sk^cal as to how be 
special disabilities p rogr am s, paiticulariy those bat are ir^mtient based, will be integrated into 
be managed primary care moM. The private seem has no such model. Iftbey provide the 
service at all, they are fomed to contract for these specialized services. There is no doubt this b 
because of the cost bvolved to opeme such p rogr a ms. The challenge for VA therefore b to 
identUy some method of integrating these costly fecial p rograms bto a less costly system of 
cate. Some have questimed, including Dr. Donald Custuss foimer Chief Mebcal Director for 
VA Department ofMedbine and Surgery, the need for VA bealb care if the VA does not 
support and provide high quality qtecial disability p rog ram s. BVA Joins those who believe these 
specialized programs are b fact be very essence of VA. 

The new VHA seeks to accomplish bis objective wib be development of a new resource 
allocation methodology bat attempts to mora equitably distribute funds across the system. Two 
teimbutsemeni categories of fonding have been created to account for the high cost of the special 
disabilities programs. One category for basic care and be second a much Ugber rate for be 
special disabilities programs. Theoretically be Veterans Equitable Resource Allocatioo (VERA) 
model should adequately fond these specialized programs. Initial reacdons to thb model b the 
field were very favorable. Managers immediately viewed bb special teimbuisemenc rate as a 
potential wint^I and a real money maker for be host focilities. They have learned however to 
really make money it will be necessaiy to reduce the number of bed days of cate or be lengb of 
stay for veterans admitted to these more expensive programs. Since the special reirobuisement 
rate is based on a national average for ^tecial programs, bud^teers have determined there must 
be a point beyond uhich the patient will cost note than the reimbursement rate. The number of 
these types of pahents must kept to a miniTmiin if be program b to be cost effective. 

Mr. Chaiiman we ate dcqily concerned over be constant pressure being imposed on the 
Blbd Rehabilitation Centers (BRC) to reduce be lengb of stay for blinded veterans receiving 
residential rriiabilitation. The length of stay has b fact declined substantially over be years as a 
result of be changing needs of the veteran population being served by these programs. 
Adbtionally, the BRC managers have made ctmeeried efifoils to identify achievable efficiencies 
bat mi^t result b shortened programs wibout compromising quality. BVA believes these 
efforb have been largely successful and consequently additional mandated reduction would be 
detrimental to the overall objectives of the program. We have received reports fiom nearly every 
BRC suggesting further reductions are expected. 
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Tbe pivottl issue seems to be determining bow long should an episode of bliitd 
rdubilitadoa take? Unfortunately, there is no one size fits all progr am . The strength of tbe VA 
pro gram has always been its ability to ttorlor tbe pt ogi ain to meet the individual needs of aiq' 
given blinded veteian. Many vaiiables must be firntmed into any detennination regarding tbe 
length of a program. Any individual confiooted with vision loss, whether it be sudden and 
traumatic or gt^ual, must first learn to accept and adjust to this loss and then acquire the 
essential adaptive alcills necessary to achieve maximum independence. Each of us reacts 
differently to stress, trauma or significant loss of independent fimctioning. There is no scientific 
measure to predict bow each veteian will le^nd to blindness and therefore just what kind of a 
lehabilitaiion p iu gtam would iwniTniT* his/heis fimctiimal independence. Moreover, there are 
no readily available predictors of how long a rehab program should take for each veteran. Each 
of us teams at a difiTeteni pace, has greater or less poteodal to master tbe necessary adi^ve skills 
and bow much repetitious training is n e ce s sar y for thtt individual to in fact obtain sufficient 
conqretence and proficiency with tbe essential ada;nve skills and techniques necessary to 
develop the confidence required to optimize independent functioning in the home enviionment 
varies widely from veteran to veteratt The reality of fimctioning independently without the 
security of lowing a specially trained instructor is with you in the event you experience 
frustratioits or difficulties is a great source of anxiety fcx many of us upw completion of tbe 
rehab program. If foe program is artificially shortened eliminating foe opportunity for tite 
development of confidence, tbe veteran will either ftot use these sidlls after returning home or 
will lilmly utilize them inappropriately. 

I am pleased that VA BRS is aggressively developing a blinded veteran register. This 
register will contain substantial data regarding a veteians rehabilitatiOD program and outcomes 
a^eved with demogi^jhic data. This data will hopefully allow blind rehab profesriocals to 
begin to develop profiles of which blinded veieiaas benefit most from what types of seivicea. 

We do not question that not all blitzed veterans need a canptebensive residential rebabilitatioo 
uaining progr am . Some segments of our population could very well have their needs 
satisfactorily addressed by ouqiatient services delivered in foeir home areas or even some other 
font) of intervention. All these decisions are dependent iqxm tbe degree of visual loss, the 
veteran’s emotional and psychological adjustment status and tbe extent of the needs for which 
foe veteran seeks assistance. There is no doubt, given a sufiicient cwnpiebensive dau base, such 
profiling could be achieved. Ideally, therefore, a newly identified blinded veteran could be 
matched to the profile and a decision could be made regarding the most qiproixiate ueatmenl 
modality to address reh^itative needs. 

Mr. Chaiiman, I am pleased that Blinl Rebabilitatioo Service is making significant 
strides to developing just su^ a blind veteran registry with the potential to foimuiaie profiles to 
assist In determine foe most apptopnate model for cate. This process will take time and must be 
done with care to insure foat dra entry is accurate. With respect to BRS, Dr. Kizer's vision of a 
VHA as a system cbarwwized ^ dau driven management decisions and outcomes can be 
realized. Wifo respect to blind rehabilitation, adequate data does not exist at this point for 
facility or Netwwk managers to make substantive programmatic changes. BVA believes veiy 
strongly a moratorium be placed on any such programmatic changes until sufficient data is 
available upon which decisions can be based. Blind Rehabilitation Service is progressing nicely 
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witb (be developneni of Outcome Measuronesi tsstnimeDts to collect this valuable data. 

Sevaal of these diadpline specific instrumeata are cuneatly being tested while others remaio in 
the development ^tese. Following testmg, the instrumeas must then be refined and validated. 
Once dus process has been cooqrleied, reUabie d«a can dm be collected analyzed and utilized in 
evaluating the value and benefit of die program at model of inierventiai eSKtiog tbe desired 
outcomes. Tbe bottom line, Mr. Chairman, is clinicians widi substantia] involvement of die 
veterans must detesinine the scope and length of the residential training p rogr am . Ifdie 
expr e sse d purpose (be VA special programs is to maximize fimctiMial independence 

and enhance the quality of lift for the diwUed vetcnn, decisk»s must be made by 

clinicians not budgeteers or number enmcbets. Iftbe reverse is allowed to drive tbe q'stcm, then 
VA special {nograms will certaiidy suffer. In ftct. they will be no different than the private 
secmr Health Mainteaaiice OiganizaiiaQs (HMO) that allow administrators, tadier than clinicians 
to make medical decisi ot is determining what Usd and when care wUl be provided. We have 
heard enough oftheae honor stories to bmw that ia not that diiectionVA should be taking. Mr. 
Chairman, it is in^iortant to place Blind Rehabilitatioii Services within tbe context of a fiill 
continuum ofcarefortbeaesevei^ disabled vetema. In additioa to basic beald) care, VA 
offers three separate program qiproacbes to deliver con^rehensive services to blinded veterans. 
Given tbe new direction of VHA asdescnbed above, ba^c bealtb care is defined as pr e ve n tive 
managed primary care. When a veteran enters or enrolls in the VA beahfa cate system, be is 
assignedtoaprimarycareteamfordieassessiiientaDdinanagenieDtofhismedicaliieeds. For 
the past thirty years, tbe Minded veterans access to tbe VA bealdi care system has been the 
Visual Impaiimeut Services Team (VIST). This is a multipdisciplinaty team ^iproacb to tbe 
delivery of comptebensive services. Tbe establishment oftbe VIST resulted fiom a pilot project 
initialed by VA in conjunctioa with ibe American Foundation for the Blind (AFB) and BVA. 
VIST is an aggressive outreach approach to the delivery of essential services made necessary by 
tbe ftct that blinded veterans were not taking advantage of tbe p rograms and services to which 
they were entitled. The principle cause for ifae ^lenomena isdre isolating effects of Minrinws. 

Tbe interdisciplinary team approach to service deliveiy ^ved highly successful with 
respect to Minded veterans. As tire VA gained eiqrerience with this new ^jpeoach, it quickly 
became evident tire success oftbe team approach was directly dependent upon the Team 
comdinaiOT. In tbe very early years, tire VIST coMdinator was an individual team member, 
normally the social worker, who was assigned tire coordinate duties on a part time basis. Tbe 
n^id success of tbe program dictated that tire Coordinator positioD be convened to full time if 
the growing work lo^ were to be effectively managed. Thanks to Congress, additional full time 
positions were provided and tire numbers of full tinre VIST Coodinatois have grown 
dramatically over tbe years. 

The extraordinary success oftbe VIST program has resulted in the development of 
knowledge absolutely vital to tbe delivery of relevant services to blinded veterans. These 
services are not limited to health issue but include io-deptb Imowledge of tbe VA compensation 
and pensiOD benefits pcopams as drey relate to Mindness, prosthetic and senswy aids essentia] to 
overcoming tbe handier of Mindness and achieving functional independence, individual and 
ftmily co unseling around adjustment to blindness issues and ftmiliaiity with local agencies and 
programs, if the exist, that provide services for tire blind. Additionally, these Coodinatois are 
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intinaiely fiwnii'T with tlte VA BUod Rebab program and have developed <be ne c e ssa r y sldU to 
property educate veterans to the advantages of residential blind rehabilitation and possess the 
captmty to motivate these indiwdiial for tefiatal vrtren aa »^>rtate. The Coordinator must also 
possess knowledge and uaderstanding of other federal programs, such as Social Security 
Disability tTwimini-ii (SSDl), and provisions of the Intenral Revenue Service (IRS) code that 
apply to the blind. As you are «eU aware, these programs ate cmnplicated at best end become 
even mote so when trying to understand provisions that have special ^licatioo for the disa bl ed. 
Mr. Chairman, I have outlined die foil scope of the knowledge andre^axisibilitiesoftbefoU 
ritno VIST Coordinator because thera have and we fear ongoing, efforts to these 

positions as foil time. At least four teilities, rriren a foil tune positiMr brcwar vacant, have 
eliminated the foil time position and reassigned those duties on a collateral basis to an existii^ 
staff social worker. Afta the intervention of Dquty Secretary Gober, however, two of those 
feciliiies teconsidei their decisicms and have in foct again filled those positions on a full time 
basis. It qrpeats that the other two fecilities, both in Network 9 have ignoitd dte interest of Mr. 
Gober and believe drey do not have to be respmsive to Headquaiten with regards to local 
decisions. 

Altbou^ only two positions have been eliminated at this time, we are deeply concerned 
that should this type of local autonomy with reqreci to the special disabiliiies programs be 
permitted, it will not be long before other Networks ignore ttational program guideliites or 
policies. 

Dr. Kizer has fiequenlly advocated for a case management apfuoaeb to the delivery of 
health care services. BVA believes the VIST program cpiuuninesjusi such an approach. The 
full Hm« Coordinator is indeed the case manager for all blinded veterans in their service area. 
Additionally, we do not believe VIST conflicts is any way with the managed primary care with 

respect to blinded veterans health cate needs being managed by a pimaty care team. Wedo 
object however by any attempt by local management to suggest ibe ptimaiy cate team can be 
substituted for a full time coordinator. This is ptecisely the ipptoad management in Network 9 
is taking. The primary cate team only serves as another valu^le resource to the VIST 
Coordittator to address blinded veterans needs. 

Before continuing with a description of die crucial qiecial programs for blinded veterans, 
1 would like to take this opportunity to expand on the above observatimi regarding the practices 
of Network with lespea to national programs and any perceived imetveotion on the pan of 
Headquarters and or its program oSicials. BVA has repeatedly expressed concern over the 
decentralization of decision malting to the local or Network level when it come to the special 
disrtrilities programs. While decentraliziiig decision making to the lowest possible level may be 
apiuopTiaie for the provision of basic health cate, nre do not believe this to be the case for special 
programs. Local decision maken have detnuusuated a strong desire for autonomy and feel that 
any involvement on the part of Headquarters program officials as unwanted interference. Many 
seem to believe they possess the exclusive tight to detennine the future of these programs and 
bow they will be sdininistered and povided regardless of the impact on quality. Few, if any of 

these managers, possess the professional knovdedge, expertise or experience in the provision of 

services for the blind. Cost savings seem to be the only program th^ understand. Iftbespecial 
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duabilhies programs are to be succeasfuUy iategraled into ifae sew VHA Netwotk conc^ the 
maiuigemeiit anogance tfiat exist is the must be n^aced by tbe wiUingitess to work 
coopentively with prog ram offidsb to identify aolutioiis or new qipioacbes to aervice ddiveiy 
that sttisfy Iwih (he seed (o preserve quality rrfiile m tbe same time fiodmg teasonable cost 
savings. 

Retuming to ttv deaciiptioo of special programs for blinded vetoans, one might ask bow 

does a blitzed veteran find out ^out and gain adinissiaQ to a VA coo^rebeoaive ttsideiilial 
BRC? AsmenttOBedpreviousty.tlieblinledveteran'saccesstDtlieVAbealthcmesystetnaiid 
h's foil stray ofaetvices, is diiough foe VIST pn^ram. Following extensive evaluation and 
assessment, foe VIST cooidinaior, if detennined to be foe rdiab plan of eboice, will initiate a 
tefotral to foe appropriate BRC. During this ptoceas, it is important to understand foe BRC is 
only one of an anay of aerviees or resources available to foe Coordinator to address the blinded 
veterans identified ■»««(« The BRC is only oae of nuny on foe continuum of care, no diflereni 
Tti«n r^fofoalmology, neurology or dermatology. The cootdinMna lesponsilrilities do not end 
here. In many «•«<■« coonet with foe Mi"****! veteran must be maintained during what can be a 
long waiting time befote admission to foe BRC. The Hinded veteran's motivmiMi may be 
m« ^Mi SI best when referred and needs to be teinforced during the prolonged waiting period. 
Blinded vets have extreme difficult in accqitiiig foe impottaace of leaving home to attend foe 
tesidential p rograms because of negative attitudee about bUndneas and skepticism regarding any 
positive impfovements resulting from rehabUiiatiotL Periodic contact with foe blinded vet on foe 
waiting list by bofo foe VIST Coordinatot and foe BRC has praven effective in ptovidiiig foe 
oeceasaiy teassurancca and support to (aevent the veterans wifodiawal fiom admission to foe 

pro^mD. 

The final specialised aervice far blinded veterans along foe continuum of cate is foe Blind 
Rehabilitation Otqatiem Specialist (BROS) program. This is a new and innovstive approach fa 
the service delivety not available from VA until ^ iptox in iaiely two years ago. TheBROSisa 
blind rriiabilitafion ^tedalisi who is ideally dual certified with two Masters degrees in 
Orientation and Mobility and RefaabilitatiaD Tcachmg. These are foe profiasional degrees 
received fiom Univenity teacher pteparadoo propams far rehab ptofassioDals working with the 
blud. Should dual certified rehab profassiociab not be available, VA then selects an i^Ucant 
with one or the other Master degree and provide exiensve cross tnioiog in all diacipliiie specific 
areas of instnictioti within foe blind rehabilitatmi service. 

The property ctedentialed BROS is qualified to provide o ut pati etrt blind rehab services to 
the veteran in foe home eoviraKDeni should foil be foe most ap pro p riate mefood of intervetnion. 

This was not possible in foe past and now conq^etes foe full range of resources and sovices 

availabletotteCootdinatorfameettheneedsofblindedveienits. The BROS is rtow a local 
option for service delivery for those veterans for what ever reason will not be aUe to attoxl a 
tesidential BRC. Additfanally. foe program has been designed to provide pie and poa 
rritabilitative services fa blinded veserans accepted fix aid awaiting admission fa a BRC. 
Conceptually, if blind rehab services can be provided prior to admission, this will reduce fire 
length of stay in the residetfoal ptogm. Stmiltriy, if a v ete rans residential program can be 
completed by foe provisiM of temainiog drill acquisitioD in foe brnne esrvironment, this also may 
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reduce the length of stay. At die very least, the BROS can conduct follow tg> in the local area for 
the BRC to determine if the blinded vet has successfully transfaied the sidlb learned at the BRC 
into his activities of daily living. 

UnfiHtunately, Mr. Chainnan, there are only IS such positions across the system. 
Outcome measurement instruments are also under develop m e nt by BRS. Once they have been 
tested, refined and validated, infonnatiM instruments generated be an e xtr em ely valuable 
addhiMi to the data base. Netwodc ditectcxs and local 6mlity managers seem to believe that •i»<» 
genereted fim this alternative (qiptoach to service ddivety, the ou^atieni iriiab services, are the 
answerto the high cost afblindrdiabilitation. It should contribute significantly to the ability to 
profile blinded veterans with reflect to employing the most appnptiau iriiab model. Fifteen 
positiofu may not generate enoi^ data to be statistically significant for the purpose of the 
profiles. 

Hopefully, the description and discussion to the array of programs eqieciaily 

des i gned by VA to address the unique needs of our blinded veterans, will help to place out 
recommendations below into proper persp e c tive. Before outlining our lecommendations Mr. 
Chairman, I want to reiterate BVA's unwavering st^pott fbr a strong Prosthetics A Sensory Aids 
Service. TheabiUtyofanyblindedvetenntosucc^fuUyoverc«netbebandicapofblindne$sis 
directly dependent on access to and proficiency with ^edalty adapted sensory aids and 
^liances ‘Timely access is eqiecially critical given our dependence on ulaptive equipment for 
functional independe n ce. Delays, even those (hat seem iiwignificant to an able bodied persons, 
can be devastating to severely disabled veterans. Adequate funding fbr and an efficient detivery 
system fbr these services is absolutely if disabled veterans are to mMimire their 

functional independence and experience quality of life compaiaUe to their able bodied 
contemporaries. 

BVA is gravely concerned over the projected short &1I in fimding fbr prosthetics for the 
remainder of this fiscal year and the potential impact on blinded veterans. The alarming changes 
occurring in Prosthetics A Sensory Aids Service in the field ate also very disturbing to B'VA. 

The organizational realignment or eliminatini of these services will certtiitly result in 
d im i ni shed tinieliness and quality of service. BVA has long si^ported centralized funding for 
PSAS and continue to believe fois methodology is the most efiiective for the long term survival 
fbr the provision of these essential services. 


BVA suggests the following lecomooendatioos for coosideratioD as possible solutions to 
problems inbeieot in the new VA ^lively system. 


1, Ptosthmics and the qiecial disabilities pr ogr am s are naiicmal progr a ms and must be 
treated as such. These vital programs cmmoi be allowed to be fiagmentaie into 22 different 
systems of service delivery vmds of uniformity ai^ consisteocy of service delivery. NatioiuU 
Standards and Guidelines musts be devekq>ed and ptomulgat^uioss the system. Adherence to 
these puUished standards and guidelines stould be mandamiy. Sufficient flexibility can be 
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incofpc«audmio those nandards to pennitumovatkn and cieaiivity at the kxal level. Basic 
models of rehabilitation must be preserved however, until such time as almtiatives can be 
siqtported by outcome data. 

2. The VA ability to measure edacity widi reflect to the fecial programs is currenciy 
inuHrqiuty The Inffirmatinn Management System (IMS) does not currenlly possess the 
necessary degree ofprofieiency to capture accurately essential data. Althou^ moving in the 
li^t direction, VHA has not fully implemented necessary state of the art technotogy. 
Additionally, the organimtionil alignmeol of these specialized services at the local and Network 
levels does not facilitate tolling Inaccurate national data. Including the cooiiisioo generated by 
having these programs aligned under a variety of product lines classifying beds differently, 
facilities and Netwuks co^ admissions difieieotly alMg with costing services to BRC 
differently. In the Capacity Rqiottsubmiiied early this year to this Committee, VHA is 
comparing aj^Ies with oranges when it emnes to data provided to demonstrate BRS is maintaing 
capacity. The overall numbers do not differamiaie between BRC, VIST or BROS. 

Consequently, it is impossible to determine if VA is maintaining capacity to provide 
comprehensive residential blind lehabilitatitn services. Clearly, we believe, VIST and BROS 
are vitally important programs but by design they are outpatient services and should be iiKluded 
into the inpatieat mix. Increases in VIST or BROS numbers can offset decreases in BRC 
episodes of care leaving the impiessiao there has been no reduction of c^sacity. 

Similarly, the manner in which daia regarding staffing levels in the fecial programs is 
flawed. Costing practices at various fecilities distort the figures. Many atKtllary services are 
charged to the BRC program again distorting the total numbers of FTEE dedicated to the 
provision of tebabiliiative services. We do not object to rArging these other services that are 
necessary for the provision of necessary rehabilitatiMi but we do strenuously object to not 
separating out those blind rehahilitotiott specialist positions involved in direct daily rehab service 
FTEE, Without rehab staffing composed of sufficient blind rehab VA caimot 

maintain its capacity to deliver diese services. Failtoe to separate teaching or 

instrucu>r positions from ancillary services in reports, can prove very deceiving in terms of 
measuring c^iecity. 

The other important Issue that must be considered when evaluating maintenance of 
capacity is bed days of care. The pn^sal to close IS beds at the VAMC West Haven, Conn, 
argued that reduced lengths of stays enables the fociliQ' (o process more blinded veterans through 
the program thus maintaing capacity. Theybelieveiftheycanidiabtbesameaumberormore 
with fewer beds they have not diminished cqjacity. Mathematically, this may make sense, but 
the opportunity to receive quality rebabilitatioa will be severely compromised. The length of 
stay will not be long enough to realize the outcomes described in detail earlier in this statement 
Veterans like others, cannot be forced to adjust more quickly or to gain proficieibcy in utilizing 
adaptive skills. The cotfidence tbai only results fiom the proficient application of adaptive skills 
cannot be accelerated or imparted by means odier than caiWiil instruction and practice. Fortbese 
reasons, sheet numbers of Minded veterans admitted and discharged from a BRC should trot be 
considered a viable measure of c^)acity. This production line mentality will ^11 the demise of 
VA residential blind rdiabilitaticn 
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3 Prosthetics and the specutl disabilities ptogrsini should be ceonUy funded and 
managed. Despite the intent oftbe VERA to distribute funds equitable aooss the system, the 
special {»x>graiiis are not faing well. The fiscal burden continiifs to bll on the host &dlity. The 
special programs such as blind rtinb. are not local but re^tmal in scope. They serve multiple 
Networks and &cilities. Consequently, the eatite service area should share in su^KMt of dtese 
programs relievittg the host facility of that burden. CmrenllyisabostfiKilityisexperiettcing 
budgetary problems , such as m many FTRE, they implement across die board reductions or 
fieezes. Ther e for e , die BRC is fmced to share in resolving these overages. Centralized ftmding 
would relieve the host fiidlity of full financial re^Misihility for these p rogr am s afiMding greater 
opportunity for st^le staffing pattems. ^nbout qipropriate stafiing levels within the qiecial 
programs, it is more likely the length ofstay will be longer. Shortages of staff prevents efficient 
operation often causing a veteran's classes to be cancelirf due to unscheduled annual or sick 
leave. Consequently, it takes a veteran longer to conqsleu the traming. Adequate staffing levels 
provide BRC managers the flexibility to cover training in the event of either planned or 
unscheduled leave of any staff member. 

4. The full implementation of VA IMS must be completed before reliable ci^ity data can 
be produced. It is imperative natknal standards and guidelines be established and enforced 
regarding classificatioo of beds, coding and costing of services. This is another example of how 
centralized funding and management would inqirove the data collection irocess once IMS 
systems are in place. Atthe very least, FTEE at the Netwoik level and in the Headquarter 
program offices must be tasked with and held accountable ft>r the collection of uniform, reliable 
accurate data. Facilities and Networks must all report uniformly and consistently if an accurate 
representation of service delivery is to be obtained. To this end, this process may be focilitated 
by placing the special disabilities programs in their own service lines at the VAMC and Networic 
level. 


5. Facility, Network and Headquarters pro gram officials must be held accountable for 
substantially improved communications and co tyerative efforts to find a p propriate solutions to 
areas of mutual coocetn. Failure to exchange relevant programmatic infonnatioo can oily result 
in blinded veterans not having access to the most vpropriate services to meet his rehabilitative 
needs. 


6. Unreasonable pressures to reduce the number of bed days ofesK in the absence of 
st^ptHting data must be diy4Mitinued Certainly BRC managers should be challenged to identify 
efficiencies wherever possible effectively eliminating unnecessarily prolonged rehabilitative 
episodes. 

7. Steps should be initialed to assess the extent of waiting lists and admissions times for the 
nine blind rehab centers arouitd the ^stem. Out infonnatioo suggests a wide disparity between 
waiting times from fociliiy to focUity. Significant improvements have been realized in waiting 
times in recent years in all but three or four centers. The BRC located at VAMCs Birmingham, 
Augusta and San Juan continue to have long wailing periods for admission. The assessment 
should consider the adequacy of resources at tbeae fodlities for the provision of blind rehsb. 
Resources here should be interpreted to mean space and fine. 
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8. The ongoing efforts cumstly underway at the Rehabilitatira Research & Develo{Hnent 
Center located at a VAMC Decatur, in support of the BRS effort to developments outcome 
measurement instruments should be encouraged and additiona] resources provided if necessary. 

It is important to note here that this coUaboraiive effort includes private sector participatiOD. 
Private agencies ate ptoWdii^ ouiomie data to the RRAD Center for inclusion into t^ VA 
outcome database. This will enable VA to compare itself with the private sector or vice versa. 
Like the VA, the private sector is having its performance evaluated based on outcomes. In the 
Geld of blindness, little such data is available. Once again, this provides VA with the 
oppCHtunity to take a le^crship role in the Geld of blindness and provide invaluable lessons and 
service to all agencies providing services to blind Americans. Since the estabUshment of the Gist 
blind center at VA Hospital Hines, VA has been and continues to be recognized iniematioDBlly 
as the premier provider of compidiensive residential blind rebabiUtation services and the leader 
in tbe develt^meiit of high qusii^ services for dte Mind. To insure VA maintains this position 
of leadership, a regular review of VA prognms and services for blinded veterans should be 
developed to include local, Network ai^ Headquarter's ^gram ofiicuds as well as relevant 
stakeboldeis. BRS contributes signiGcantly to tbeoverallVAmissionofproviding educational 
opportunities for health care professionals. In fact, pioneer members of tbe Hines Blind Center 
were responsible for estabUshing the graduate p rogi am for blind rehabilitation specialist at 
Western Michigan Univenity. Hundreds of giaduaie students hive completed inteniships at VA 
Blind Rehab centers and upon graduation have been hired to 611 posititms in VA Mind rehab. 

9. Finally, Mr. Chaiiman, BVA is extremely concemed over the incoosistoii or total lack of 
access Caiegoiy C. blinded veterans have to tbe system. SpeciGcally these veterans do not have 
tbe opportunity to receive co t a pteb ensive residential blind rehabUitatioo. BVA uDdetstaods tbe 
new enrollment system and tbe seven prioiities of cate but where work load permits, we believe 
more Qexibility should be demonsoated with respect to tiie “Category C blinded vets. 

Some BRC do except these veterans even ifonly on a limited basis. Forexanqtle, one 
BRC tnaiptains a short tMtice list incinHing tbe Xategoty C vets. These veterans have 
indicated they are prepared to be Klmitted on very aboit ootiee should tbe BRC experience a last 
minute cancellation or premature discharge. Another BRC that recently had virtually eliminated 
its backlog for admission refused to admit “Category C” vets arguing they ate able to ntaintain 
the required 85 per cent occupancy rate. Access to VA BRC is tbe c^y real o^xMiuniiy 
available to these veterans to receive the necessary high quality services so essential to 
nwrr oi ning hjtwjirjp nf HindneM referred In above. If they cazmot receive these services 
from VA they likely will not receive them at all. 

This would af^tear to be a win win situation for both the VA and the blinded veteran. 
These veterans are pr e pai e d to pay the necessary co*psys and per diem payments required by VA 
and in many cases have pivate insurance from which tbe VA would be able to collect. It only 
makes sense to {xovide these Minded veterans with access to rehabilitation when worUoid 
permits. The Networi: is reintinrrsed by VERA at tbe high rate for “Categmy C” veterans in 
tbe special rate group and t h er ef o re tbe Network or medical center receives the full 
reimbursement plus the co-pay and insurances when ^licable. 
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Mr. Chsiiman, I have identified a niaaber of eetious problems confioniing the delivery of 
comprehensive services to our nation's blinded veterans. There is no question appropriate 
solutions can be found if afforded the proper priority. BVA readily acimowledges tb^ special 
programs and services are expensive, but absolutely necessary if bliiaded veterans are to have a 
reaso n able (^pottuni^ to overctxne the handicap of blindness and lead meaningfU and 
productive lives. 

That concludes my testimony Mr. Chairman. I will be pleased to answer any questions 
you or the subcommittee may have. 
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STATEMENT OF THE 
AMERICAN PSYCHIATRIC ASSOCUTION 
ON MAINTAINING CAPACITY TO PROVIDE 
FOR THE SPECIAUZBD TREATMENT OP 
DISABLED VETERANS 

SUBCOMMITTEE ON HEAETH 
COMMITTEE ON VETERANS’ AFFAIRS 
UR. HOUSE OF REPRESENTATIVES 

JULY 23. 1998 


Tile Americaa PeychiilRc Aesecialioii is • neticeiil mcdicil ^ecUlty society, founde d in 1 844, 
wtiose 42,000 pfaysiciio meinbcn specialize in the diagnosis and tteaimeat of magital and 
emotional illnm and substance use disetders. We are pleased to be able to provide comments 
on the Depertment of Vecmns Afbin (DVA) efibns to maintain its edacity to provide for the 
specialized treatmeat of disabled veterans, including those disAled by mental illness, consislent 
withPL. 104-262. 

Before ctHnncDting on die DVA’s compliance with PI.. 1 04-262, we would like to first 
congratulate Members of Congtess for endiiig disoiminBtion in health insumioe for vecenns that 
firm mgntal ilingaa, ineliating uihatarwsr use ftiaonlers P.L. 1 04-262, the Vattgrans 
Eligibili^ Reform Aet, no disdnetion between veterans receiving medical oeasnent for 
mental illness, including substance use disorders, od plQ'sical illneas. We «ppi«">t jrou for 
ensuring that vetemis receive the same accees and level of coverage for manta] disorden as 
physical disordeTS. We also commend the Veterans Health Administration (VHA), undar the 
leader^p of Under Secietaiy for Health Kenoeth Kizer, M.D., for its strong support for parity in 
mental health care. 


The VHA is going through a turbulent Inne as it moves 6am a ho^lal care system to a unique 
health cate system. Eflbrrs are underwty to develop cost savings snd improve access to care for 
all veterans, while remaining committed to the needs of socialized vemnt. The 

Amaicea Psyehiatrio Asaoeialien supports the reascaisUe rcorganizatioo of the VHA. including 
ibedeinstiliitlanalizBtianofdiecfaroiueally rastfally ill aad the establishmeat of community- 
based prni»wimin| to scTve Ibese vetcnns. But. mamtaiiilng maanent carviees to disabled 
veteiass during tiffiBS of change is entieal. Because ofthe complex ai^ chronic nature of most 
mental illnesses, a fullcoatmunmefearc is needed to sera seventy mentally ill veterans. It is 
ciitice] for die VA not to lose si^ of the need for a full con tin u um of cate fot vetoans with 
mental illneas. Dr. Kizer has autsed our memben that mentally disabled veterans will not be 
left behind in Che new VA health system. 

We ere Goncemed eboul specialized programs with the VA’s teotganization into 22 relatively 
autonomous service u c t w uik s. Evan under the etelinl guidance of Dr. Kizer, tboc is a 
significant risk of inequalities in access end quality of care across die Veterans Integtatcd Service 
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Networiu (VISNs). AcMiding to out manbos, as some VISNs are feciog funding decteases 
under new lesowce allocatioa gudalines. resources art already being diverted ftum mental 
health, especially alc^l and drug treetmentprogRtiuning, at some VISNs. Other VISNs have 
been rehietant to make iseded improvement is mental healdi treatment and have made Hide 
p r og r es s in establishing conununily-based p rograms ibr the mentally ill vesenn. Fisiha, some 
still attach significant stigmas to mental attd substance abuse disorders, despite eonlraiy policy 
and ditection from the DVA in Washington. However, oths VISNs are able to balance the need 
for access to mental health sarviens with decreasing costs in an effective mannei. The American 
Psychiatric Association is very concerned about the variations in services VISN to VISN for 
disabled vetoans. 

While the VHA worics to correct the VISN to VISN di^aritics in care, the American Psychiatric 
Assodation asks them to urge VISNs to utUiae psyehiatiuts in tfaeu plataing process. Effective 
management of a health ease system cannot be done solely by administiatots. Many networks 
have done an excelleiM job in workmg witti their mental health staff and coitsumen in the 
straiegie planning process. These networks have been able not only to tti^tove «'^«« to care but 
at reduced coiB and have given early indi c aliotis of improved outcomes. Unfortunately, other 
netuarki exclude psychiatrista from die planning feoceas or disregard their advice and instead 
focus only on east savings. Ftslhet. and even ttxne disturbing, our me m b ers have indicated that 
there are VISN directma dtai still do not see mental psiticularly abuse and 

addiction, as chronic disesscs. Such ignorance imiat be corrected. We urge the VA to lake the 
ireccasaiy steps to correct (he wide venations in manta! health soviees. VISN to VISN, and to 
urge the inclutioa of peydnatristt in the rruntal beallh cate planning process. 

Overall, we eommend them fat the st^ already taken to nfeguard specialised pragrams rod 
urge their continued pro g ress in serving the needs of the veteran disabled by mental iUnoai. 

Again, we thank the Cotnmiltee for allowing tbs American Psyehia&ic Assodatien foe 
opportunity to provide comments on the DVA's cemplianee with Pi.. 104-2S2. 
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WRITTEN COMMITTEE QUESTIONS AND THEIR RESPONSES 



DEPAUntCWr OF Vetcuns Atfams 

WnMfvgtOADC 20420 


August 14, 1998 


InHMv 8*^ 


The Honorable OifT Steams 
Chainnan, Committee on Veterans' Affairs 
Subcommittee on Healtn 
House of Representalivss 
Washington. 0. C. 2051 S 

Dear Mr Chainnan: 

During the Subcommitlee’s July 23. 1998 nearing on VA's implementation of Section 
1706 of TiOe 3$ use. you requested that l nform the Committee Mtial steps VHA would 
undertake to respond to issues Visl were raised by the GAO and the Veterans Service 
Organizations in their testimony. 

We remain committed lo meelitg the speciaiized needs of veterans who rely on VA for 
their care. Reports lo Congress, n May 1997 and June 1996. detaled our efforts to measure the 
capacity of selected special programs. The fbst report establishad defnilioni of the programs 
Involved and definitions of how we would measure ' 08900 !/ and 'access'. Basicsily, capacity is 
measured by patients treated and dollars expended and access b measured by timeliness of 
service. The June 1998 report explains the challenge that we lace in crealmg these measures 
and having comparable data from 1996 to ihe present. 

In the last three years, we nave made significant progress in restnicturing VA heallhcare. 
The changes made durlr^ that restnidumg have added to the difficulty In meesurlng any change 
In capacity. To measure change, one needs data poinb thsl were available on October 9, 1996 
and are stb valid arid avasable today. Despite the complexibes underlying the measurement of 
'eapedly' and 'access', we balfeve that we are meeting the intent of the law. However, we are 
working to develop improved outcome measures lor each of the special disability programs. 

We are currently planning ihe follawing actions lo address the concerns we heard during 
the hearing: 

Data: We wfl conduct a data summit later tfib year that wili focus on resolving 

issues dial have arisen due lo Vie use of muldpis data sources and ways 
of ailarprating data. We intend w invila broad partidpabon from those 
outside the VA who depend on our data to trM quality and system 
improvemenis (VSO's, GAO and IQ). 

SCI/D: VA wW continue lo work with PVA In developing outcome measures for 

pallenb won spinal cord dysfunetten. However, concerns about our 
capacity to meel the needs of spinal cord injured patients have been 
rabed and we need to resolve them. Accordingly, we will contract for an 
outside consudant sbidy of our Spinal Cord Injury/Oysfunction program 
lo look at capably and quaily. We are atso ncmaslng the phority 
scoring factors for construction projeeb that substantially support 
spebalizad programs. Thb wia give special preferenca to prejMs 
supporting an of dia special programs inctuding SCI/D. 
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The Honorable Oiff Steams 

Blind Rehab: We wH appoint a 'gold ribbon panel' Co help us review VA’s services for 
blind veterans and recommend ways to improve the integration of these 
services within our decentr a lized netw^ structure arid to serve 
additional visually anpaired veterans. 

Prosthetics: We are concerned that an iterease h woiMoad has resulted In a gradual 

increase in delayed orders. We have taken specific actions to address 
this issue including staff adjuslments. cenbal earmariung of funding, and 
continued careful monKoring of delays. We also plan to contract for a 
management study of cur Prosthetics and Sensory Aids Service 
including the associated data questions to assure that the issues raised 
during the heanng are resolved. 

Menial Health: We have previously mandated an assessment of the appropriateness of 
providmg mental health services at all new community based outpatieni 
dinics. We will task our Chief Consultant in Menial Health to work with 
the Networks to develop standards and assessment tools for community 
case managemeni. It is anticipated that this effort will lead to guidelines 
and performance measures in the area of outreach and conlinuity in 
menial health. 

Performance 

Monitoring: Wa have targeted specialtzed programs in our parformance 

measurement systems and will continue lo do sc In the future. For 
example, our 1997 Network Performance Agreement Report contains 
measures for SCl/D pabent satisfaction, assessmeni of addiction 
seventy, and screening for alcohol abuse. Wa continue to review 
performance measures for die spedalized programs to identify new 
measures or to enhance existing ones to kierease the emphasis on 
assuring 'capscily' and 'access' to these specialized programs. 

These actions should help resolve differing perceptions regarding our spadal programs, 
and. hopafuty, provide new insights tnie how we can str^ihan these programs. VA's special 
programs help define us as a unique hesllh system for veterans. We are committed to net only 
maintaining these programs, but la Improving them. In doing so, howaver, H must be understood 
■hat changes wlO likely be made in the operation of these programs. Such changes may inlllally 
Pa disconcerting or challenging for the affacladconstlluende^ , 

Ttramas DG^^aite. MO 
Deputy Under Secretary for Health 
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Po«t*HMring QuMlIon* 
CenMmlng tit* July 23, 1998 Hawtoig 


for 

Dr.TTiomML. Oorttimn* 
D*puiy lind*r S*cmw for Haalih 
Dapvtniwil of V*l*r*n* Affair* 

from 

Tit* HenoraW* UHt* Ev*n* 
RanUftg DMitocraUe ll*nib*r 
Comnittl** on V*l*ran*' Affair* 
U,S. Houaaof f l*pT*i*nfttv** 


1. Yourtesttnony«eemsto»ugg*«tlhal*pecializadsefvlcesaredelivertno 
about as much car* as tltay altMays hat*. Why do you nink that vsleratts artd 
your own Advisocy CommKMas s**m to have sucfi a (Mennt peceapiion of what 
« hacpenirtg In tit* sp0ciBliz*d car* programs? 

R**pon**: Advisory CommHees artd V6(*ransS*ivic«Otgar>izailons 
approprialsly focus on evsnts assodaMd wVi chengss which Impact 
spacifie populailons of vstorans, whte Haadquarisrs is lookirtg at th* btlanc* of 
care lor all tawrens Inciudirig tito** unaN* lo accass car* du* to rteffioant use 
of resource* B*dclosur**.lor Irtsiartce, aia tadWylhat has raiad, pertiaps loo 
much, on hospital-based treatments, might provoke vocal eortoems by stall and 
veterans alike that medical care le being cul In fact, new Intanstve outpatlem 
programs are often able to provide even belter ewe wVi provision for a place to 
stay while undergoing clinic ireaimenL This can be provided through hoptels, 
residential rehabikiailon unto, domicilari**, or other anangemenis in the 
community, at far moi* reasonable cost. Thefnprovodaooesstocaretnrough 
our many new community baaed outpatMni dstlcs may not be readily apparent to 
those near adsUng hospital canisis. Change, and even anhcipailon of change, is 
threatening to nearly all of us srtd can lead to understandaUe corwens. 
Furtnermore, there!* considerable variation amotigVlSNB. For instance, 
veterans and dinlelsn* Irom th* Northeast and upper Midwest, where funds are 
behg shifted at a VISN level to the more numerous veterans In the South artd 
Southwest, might wen have concerns about the impact of those budgetary cuts. 

It Is not easy to hear that your network is Inefllcieni when you believe you are 
working hard. Outittg this challenging transition period, w* will continu* to track 
trends for the specialized care programs and take action. H necessary, to ensure 
high-quality car*. 

2. What st^ have VA Headquarters taken to ensure VA special emphasis 
programs are a high nation-wide prlortly? 

Reapenee: in the FY 1996-2003 period. VA Headquarters plans improving the 
cate for special veteran populations in a number of areas. For example, we plan 
to: 


« Implement the VA-wide use of tie Addicnon Severity Index (ASI) to monitor 
inrltvldual rmteran addidlon ttealmem. 

• Lend the dovelopmoni of new Btod Rehibilitatton Program Standards In 
contunebon wtth the NaUonal Advisory Cumminee estabitshed by the 
Rehabilitation Accreditation Commisaion Board of Trustees. 

• Fund three new Gerietrie Research. Education and Clinical Centers. In 
additton. VA wM continue to partidpate In the Chronic Cere Network for 
Alzh e i m er's Disease national dert>on«ration protect on managed care for 
dementia patients and ihetr tamiies. 

• Increase the percentage of partictpalion In the Community Homelessness 
Assessment Local Education and Networking Groups to 100 percent by 2003 
from 92 percent parttcipanon repotted in FY 1997. 
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• lmplainenttneu»eo(GlotelAs$o$sin«ntafRrietlon(GAF)''<MSurement 
»y«em for monCoring ih« ireti tm am provided n veterans diagnosed vAh Post 
Trawnatic Stress Disorder (FTSO). 

• Improve the care of arrtpUees and reduce the incideiwe of amputations 
among diabetic patients by Increastrig referrals to tool care ep^ksts. 

• Continue the mcniiorlno of prosthetics orders In order to minmtza delays in 
senitce. 

• Implamattt a system of problem severty rating measurement attd work toward 
reduOrrg the level of severity lourrd in R* 1996, the base year. 

• Evaluate every mental health patient and de te r m ine the prevalence of 
seriously mentaly M amortg veterans treated In VA faditles. Use the GAP 
measurement system to monitor the eflecliveness of their care. 

• Monitor the level of conaumer aattafaclion among (ou^aiient end Inpatient) 
Spinal Cord DisaUed ve t erans receiving cere in VA facilities. 

• Operete Traumatic Brain Injury lead Centers at fuBcapaeay and Increase the 
rale of dtecharge to the commurtlly (69 percent of al discharges in FY 2003). 

• Fund6MIRECCs. 

These are a aeletdion of VA Headquarters Iniilatives for ensuring high nation- 
wide pdorRy for spedai smphasls programs In the VA medical cars system. 

3. Some of the specielged programs, such as spival cord Injury and bund 
rehabUttailon, ate nationel programs, and do not oorreapond rMih iha network 
mantgemetvt hierarthy. How has VA addressed Ihia problem to ensure that 
veterans from other networks using these ntUonal programs do not fsD throuf^i 
the cracks? Where it VA in developing He intarmatwork transfer pricing 
methodology? 

n eap ones: The Veterans Heath AdmW st ratlon (VHA) It commldad to 
Improving eccest to end ooordln el lon ofcerefortf our petietk population. The 
tiamewofk underlying the network of cere for the Spinal Cord Ir^ry (SCI) patient 
population axMnds from the 23 SCI Csnieia to the approidmateiy 29 SCI support 
cHnleaand l20SCtpnmaryeareteemsainon-SClCenierfacailea. Dealgneied 
SCI catchmani araet. In pitot prior to the VISN reorganization, ate ttH honored. 
This catchment system recognizee the long-standng, patiam-provider 
reiaOonahlp and sltempia to mMmIze Ihe travel burden tor the patient by 
eenaidanng the distance between a veteran's toeel VA feeiily and the etoaeat SCI 
Center. 

T?)e corrtlnuum of care for this patisnl populatian Is centered on the apedalizad 
eitoeriiae of imatdtoolpitoary cate teams wiihto the SCI Centers. The SCI suppon 
cUnica consist of at least a physician, nurse end aedal worker arvd are targeted 
tor locallant vmara aufficiani outpatient workload eaiats al a dMarKS from Iha 
SCI Cetvier. Approximaiely 65 faciHlsa and 60 teems have attended the national 
SCI Outpatient Support Citolciraintog since 1992. The evecied outcome lor the 
itaMng la that these teams wil asaisi ffie SCI Canters In tredting die patient 
pcpuletloa manege ralenala to Vte SCI Canters, provfda eentuWton on 
In^llsnca and manage oufpatiants with SCI. as abte. Similar personnel are 
Idantifled al each non-SCI VA facHity and serve as SCI primary care teams, many 
of whom have atiended the national fraintng an^ had irainirg from their lead 
SdCemer. The social worker tor toe support dMo or prtnary care learn 
typicaly communicates referrals M the SCI Canter and handes Input d Spinal 
DysfuncHon (SCO) Registry data. Tha overall goal is to protMincreaaed 
access to knowledgeable local care and appropr i ate referral to SCI Centers as 
dbical needs dictate. 

Visual ImpaMnani Servicea Tsem (VIST) Cootdtoators are located at over 90 VA 
medical centers end oulpatlani cirMcs nationwide to assist in the ccordinaied 
cere of out blinded veterans. These coordtoators have been apectfieally 
organized to provide coordinated outpatient services to bSnded veterans. The 
team is comprised of lepresentetives from each discipline In the mediai caraer 
who can offer a service to Minded veterans. The VICT coordinator ensures that 
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ftll eiQble Mnded v«t«iins an Monnad oi VIST satvices and Invtas them to the 
heaRh care facility annualy for a tenfaw cf the physiOKiglcal, peychofoglcal, social 
and [Kosthetlc needs, plus a eomprehensive lavlw of banefts. VIST 
Coordinators serve to stren^hen the oomptehensiwartasa of bttvd rahsibilitatlon 
seiMces and provide early rehabiHsitve irMtvention for valerans In their 
adju ai maiH to the impact of si(^ baa. Addlbortaly. VIST Coordnators are the 
pflmary r o f ona l source to the inpaUertt Bund RehaWit a ilon Center proorama. 

Tha nine Inpabam teaidentlal Blind RehaMitation Centers across the country 
(which Indudas one n San Juan. PR) provide a eomprehensive inpatient 
rehabiUtalion program designed to aaaiai Mndad veterans in owrooming the 
debia a titt g effects assodeted wHi daly Indapertdenc functioning and u devebp 
poeiUve attitudes and sett concepts conoemng blMness. Tha Canters accept 
blinded veterans from mulli«aie cabfnsxi areas that also cross VI8N Unas. 

lnFYl995, 14 new positioits ware astablishsd as Bund Rahabilltabon Outpatient 
Spedaliets (BROS) whose primaty function is to assist in reducing tha waltirtg 
titna for veterans 10 be tieaiad at the Canter programs. TrabadblM 
rahabllitallon specialists work with veterans In ttM local envkorKnani for pra/posi 
Canfer trablngand wM train veterans who may not be abb to paiticbats In the 
inpaiiem program. Thb new ouoeach program win aerva more blinded velerwis 
and provide toevoosL high-quaKy care. 

Tha Veterans Health Admtnbtratbn's Vecararts Equkabb n aaour cio Allocation 
(VERA) system ptovtdaa flnartcbl Inoanttves for provblon of care aeroaa 
nsiwoika through the use of ttva ProRaied Person (PRP) woridoad cormts The 
PRP to a measure of wortdoad based on tha propor tt crvata dtotrlxitlon of costs 
across networks; this snsures that each network raceivas funds to proportion lo 
ths conirtoiitlen they make to ttia care of vetarana who are seen h more than 
ore network. 


VHA has decided to knptomeni a trenstarpriefnQ system. Tenets Inekida tha 
folowing: 

• Estabtstiment of a Medlcarebased. deteult-prititvg schedule with the option 
for networks to nagottola pricing anartgamants wKh other networks to 
sncouiage and support ongoing referral panams. 

• Modtficatlon of VHA's edsting imagraiad O mng Package to accommodate 
transfer pricing. 

• TestingthesyitaminFY199gwllhfulknptomentatlonbe^nlnginPV2000. 

• Oevelopmsnt of e preauthorliallon process for cars services not provided by 
ttie home network, utvtoss ttto care is dstonnbad urgent, amatgeni or 
otherwise raquiras a spactaJarcoeptian. VHA wM atvsura that preauthortzation 
doaa not bacoma a barrier to galling care, nor beccma Mo bureaucratic. 

VHA's goal Is that transiar pricing wfi be iransperent M the veteran. 

A Transfer Pricing Imptomantaiion work group has bean chanared to provida 
planning guidance and to work out the detals of imptomentetlon during the 
coming year. 


4. What type of authority do tha service chiefs for mental haaltti and behavior, 
spital cord injury and blind rahabikiaiton have over pro^ams? What is the 
toeantlve for mansrgers to Man to their guidsrKs? 

flaiponaa; These service dractors are ptognm managaia, not line managers. 
Line management in VHA flows from the Ot^ cf the Urvder Secretary for Health 
to the networks and the lacWttos. Pro^am managers ‘dkecT their programs in 
the sense that they develop national policy and guidance for their programs, 
serve as sources at sivertise lor Headquarters and the field and repr oo a n t VHA 
at ttw national toval wkh professional organltaiMns, vsiersns service 
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organization*, academia, other Government agencies, the Congress artd the 
lai^ medical coinmunl^. 

Field management has atrorig motivsticn to regard the guidance and advice ol 
national program managers. Ttiey have aivett knowledge ol their specialty 
areas, have a broad corporate perspective not prasar)! at the field level and are 
able to serve as brokers tor the Dansfet ol lessons leamed and best practlees 
across VHA. They are fit regular contact with their heid counterparts throu^ 
contersnceealls.msB groups, advisory groups and education sessions. Indeed, 
tor these reasons, field mansgers ragularty seek their opkiions on a variety of 
program issues and kietude the guidance received in their decrskm making. 

I want to note, in particular, that H e adqu a rter's pro^am otficiais have continuous 
and opw access n the line ctrain ol command In VHA. When 9iey are aware ot 
a situation In the lietd that appears to be out of Ikie wlh nsHonai policies artd 
Aectives, and they have been unable to resolve the issue lhrou(pi their own 
efforts, they are ei^ecied to refer the ntatier to the Office of the Under Secretary, 
where k can be addressed. I consider this an mportam part of their 
mariagsmeni responsibiUties, and, in tact, such Inieiaciions ate eipected «r>d 
encouragsd. 

5. Howdoyousiqilalnihevarianee in numbersthatPVAandihsVA Federal 
Advisory Cwmnee on Prosthetics and Special Disabiliiies have tor prosthetic 
services and those reported to Co n g r e ss ? 

Response: Paral^ed Veterans of America (PVA) makes frequent visits to ihs 
VA faculties. As s result, thek mcniioring system detects day-io^y fluciuationa 
In staffing and beds. VA relies on annual date frem national databases for the 
data contained ki the repori As ■ result, some variance ki the numbers reported 
Is Inevitable. This may er^laki much of the dlHsrence ki operating bed levels. 

PVA also Indicates that there are dkferertoes ki the staffing levels reported by 
their representatives versus what VA reports Their reported staffing levels 
include only physicians and nurses whereas the VA report Includes aU 
employees assured to the SCI ikiU. 

The VA Fedsral Advisory CommMee on Prosthetics artd Special Disabilities tiled 
apparent problems ki patient counts and dollars In patticulat, they tited the 
Increase k) coats kt the Bind RehabiiUtion pco^am at VAMC Seattle. Thia 
discrepancy is attributable to the consolidation ol VAMCs Seattle and American 
Lake Into a single kitagiated unit in FY 1997. The data voiatitty is merely an 
artifact of the way the repoiikig system handled the oottsofidaHon, I.e., by 
assignirtg an combined coals and workload to Seattle. The Advis^ Committee 
also indicated that beds and FTEE wsra no) adequaieiy defined. However, their 
comments were basedon anaartydralt of the report The final version of the 
report does include definitions of these terms. 

VA agrees with the Advisory CommliiM on the seriousnes* of deiays ki 
delivering prostheHcs orders and on increasing wadkig times for appointmenls. 

We are ccncemad that an kteteasa ki workload has resuled kt a gradual 
increase in delayed orders. We have taken specific ectiorts to address this issue 
■ntiuditg Staff adlustments, central eannaiking of funding and conlkiuad careful 
monitoring of delays. We also plan to comraci tor a managemtiil study of our 
Pipsthetlc and Sensory Aids Service, mdudkig the assotiaied data questions, lo 
assure dial the issues raised during the hearing are resolved. 

6. PVA slates that not all VA lacifilies eccomrrtodaie iederal accessfbKIty standards - 
gils was pointed out at one tatiWy and they sc rapped the proiect. What are you doing 
to ensure VA complies with federal coda to enact disablBty standards in construction 
pro)ects7 

Response: The Veterans Health Administration's Office of Facilities Management (FM) 
ensures that bulldrtgs constructed, alered or leased by the Deperttrient of Veterans 
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Affairs Headquarters are accessible and usable by physcaly disabled persons i< 
conformity with estab&sfied Federal and Departmental poKcim and standards. FM's 
proieci managers direc* VA’s ccnsultam artfiftect^ngineers (A/E$) to fdow the Uniform 
Federal AccesaibBiy Standards (UFAS) and VA's offter standards concerning 
accesstoillty. ARhou^ FM’s project managers are resportsUe only for major leases 
and rton-detogated major conatrucUan artd rertovatlon projects over $4 milion, FM also 
provides service 10 an VA's faciitties n a tionwide. FM's services itclude: 

• Publish and rrtaSttafi VA's Barrier Free Design Guide (P6-08-13) to ViSNs, 

VAMCs, VA’s A/E consultants, and the public. This VA supplemerv to the 
UFAS Indicates the apectai barrier free requiremertts n oo d o d lor health care 
tadtlas. This guide also is provided on the interTtetaivd is one of the most 
requested VA construction docunents. 

• Supportthe/^saislantSecrataryoIHumanResourcesandAdmnisIratlonon 
aH nabonai accessibtiity issues discussed at ArdiHeciurai and Traitsportation 
Barriers Compliance Board (ATBC8) functions snd represeni the Department 
as iaison in his swad. 

• RaviewaceessibilltycomplamisiriedbylhepuMcsgalnsiVAwiththe 
ATBCB. 

• Serve on Inter-governmental ccmmMees working to reconctle and combtna 
UFAS, Mhich are iegaly requited lor Federal Facilities, and the Americans 
with Disabilities Act AccesiUiily Gudelnes (/kOAAG), which are legally 
requlradlornon-Fedsralfadliiiee. Eliminating contliaing standards wWresuH 
In taster design, eliminaie construction delays and lower construction costs. 

• Answer requestslor Iriformation (RFI) iram fieldfsoMies. EachyssrFM 
responds to over BO IMd RRs related to Accessbillty. 

7. Congress is Mitnessing the massive eBmlnaticn ol Inpaiisnt mental heaim 
beds wNhoui adequate outpatient and community resources to meet veterarts’ 
health care needs. Howctn you assureusihatVAIs providing adequaiecare 
for the seriously mentaBy NT? 

Reapcnae: VKA has two approaches to assure adequate care. The first 
approech is to deveiop outcoma measures for treatment of SMI veterans that are 
ndeptttdani of the physical location ol the veteran. The deveiopmeni this year 
of a functional measure, the Gicbal /^ssessmenl of Furrctionhg (G/kF), will give 
us one measure of the results of care that wi be used ai the network piannkrg 
level. A second approach, by our Seriously Mentally III Treatmam, Research and 
Evaluation Center (SMJTREC) at Ann Aittor. is to follow indhridual cohorts of aB 
SMI veterans discharged sinca 1966 throughout Sie system to see If, Indeed, 
those veterans srefoloviied uptoprcpriaiely. 

With respect M veterans with substance use disorders, nhere the figures do 
suggest a national three per cent decrease In total numbers of veterans traated 
(Capacity Report to Congress, page A-40). the closure ol substance abuse 
npetlsnt bads has ertgervdared both positive accomplishments and scms 
problems. Among the positive accor^ishmenit have been the massive 
reduction In the Inappropriate uHization of acute inpaUent resources for patlanis 
wHh substance use disorders and the iKreased utilizatian of ambulaio^ 
resources. On the other hand, the development of aliemative residential 
treatment resources, whie eivsnding. has yet to fM the need for these sellings In 
a number of ViSNs. Sfen>arly.«miespeciaieedambuiatotycatehase«panded 
In many VISNs. addMonal efforts wH be aiqiended lo assure that adequate 
resources ate avallabie to treat veterans In need. In addilian, the deveiopmeni, 
over the last two years, of ihe AdtScOon Ssverlty index data base has enhanced 
the abi^ of our planners at the VISN leval to monitor care for this group cB SMI 
patients. 

6 . Your stalsmenl says that VA is reducing capacity because demand Irom 
veterans is decreasing In certain programs. PVA said In testtnony that this is not 
the cass fv spinal cord injury snd tftai demand has bean driven supply 
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(Inadequate slaH and twds). Were mere other pro-ams to ehlch you were 
referring? What proof Is available to support this claim? 

Response; TheprsnaryprogrsnilorvMchdsmandlsdeclnlngisafnpiMtlon. 
Greater emphasis on the preservellon of Imbs and bettw management of 
veterans at risk, particularty those wittr dtabeies. resul in fewer amputations per 
year. Wkhthelmplemsntaiionaf the Preservation Amputation Care and 
Treatment (PACT) program, si patients wSh dittetes ate assessed and 
educated on proper fool care. Also, fool wounds and ulcers Ml can leed to 
amputatians are irsaied. Our assessment is that the decline In the number of 
individuBis treated lefleeis enhanced ireetnem outcomes vis fewer amputations. 
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Poct-HMrtng OuMtion* 
Concwning the July 23. 1 MS, Haaring 

for 

Dr. Donia J. Rtzgtrald 
Network Director. VISN 1 
Department of Veterans Affairs 

from 

The Honorabla Larte Evans 
Ranking Demoeratlc U e m ber 
Committee on Vatarans’ Affairs 
U.S. House of Representatives 


1. There did not appear to be major prcUemswAh the delivery of spir^ cord 
Injury care In VISN 1. What was the Impetus for movirtglo a product line 
management approach there? 

Response: AH clinical programs In VISN 1 were evaluated to detemilrte the 
Benefits to be derived lioiTi the Implement a tion of service lines. We have 
Oiscuased the Spinal Cord Injury (SCI) program wttti iha laadershp of me local 
Paralyzed Veterans oi America (nA) periodically during the past iSmonihs. 
Thesa discussions focused on the programmatic goals and ^iecihras as 
expressed by local PVA Isedersht) and refleclad in the current national PVA 
Strategic Plan lor VISN 1. VISN leadmhip considers the servlee line 
management structure to be a very spproprtata vehicle to raise the SCI program 
to the next level and to achieve the desired goals and objecthes. 

We are In the procesa ol scheduling meetings vriih local and national PVA 
represaniatives to address lurther questions and Issues. These meetings will 
serve as a forum to exchange Ideas. Infermailon and opinions about how the 
servlee toe ooneepi will improve the dsivery of care to spinal cord injured 
veterans. The deeltions reached in these meetings «di determine vAether or not 
we proceed with the implemeniaiian of a SCI Service Line In VISN 1 at mistime. 

2. H VISN 1 were sufficisnily reimbursed for the care providad In Wesi Haven to 
bund veterans from other Networks, would you «■ feel the need to reduce the 
size of the hpatiant program than? 

Ratponae: Appropriate reimbursement for aU speclaHzed programs, including 
Blind Rehabittation Services, would be a lair and equitable approach. The issue 
St West Haven Is not. however. 4 finaneial. or even a space, issue. KIsoneof 
demand lamtoUmaitnewaUngietferedmissronteihaBlirMlRehabllliation 
Piogram at West Haven is commertsurate with a typical waiting W for a 3(h 
35-baduniL Apparently tha easting 45-bed unit la stnply loo larga for the 
demand being experienced. We feel the eness beds migmi be better utKzedln 
another loeaUon where there would be sutliciera demand to IW the beds, imink 
our Intereel In providing needed services to bind veterans Is reflected In our 
recent ai^nsfon of the computerized training program at West Haven. We 
doubled me numbarol beds allocatedtothis program from fourtoet^tm 
response to the demand lor su# services. We cotAnue to evaluate and address 
the needs of our blnded veteran poputation. and at this time, we feet we can best 
serve those needs by offering the IS e««ss beds to another VISN that can 
effectively uHBe mis capady. This potential option continues to be dtecussed. 

3. Do aU of the seriously mentaly U veterans you treat on an npatiani basis 
have discharge plars? Case managers? 

R e s po n e r. Discharge pfarmtig lor an seriously mentaly ■ veterans begins icon 
admission to eninpMent program, tt continues mrougm^ the veteran's 
Inpailani stay and culminaias In a carefuly developed dischargs plan that 
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assures appropriate placemeni arid follow up for all seriously mentally III patients 
upon discharge from inpalierit care. Al patients are discharged to a specie 
setting and are scheduled for fonouMip appomtments as outpadems soon after 
discharge. 

Case managers are assigned to those patients who have been clhieaiiy 
determined to be at high risk for potential problenis. This Includes veterans with 
complicated diagrtoses who may require inlerisive follow-up care. lUso. those 
who need extensive assistance to coordineta their lying arrangemenls. to ensure 
campKance with follow up treatment and to monitor their progress are assigned a 
casemanager. Other patients who are deteimined to be dincaiy stable and not 
in need of the level of moniionng associaiad with a Case Manager are foSowed 
up with regularly scheduled oulpadenl visits. 
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Po«t-Haartng OutsUons 
Cene«mlng ttw JvtyZS, 1996. HMrtng 


tor 

Dr. L«roy P. Grou 

Director, VA Uld-AUtntic Nttwork. VISN 6 
DepartfMnt of VMwmi* Affair* 

from 

Tha HonoraWa Lana Evana 
Ranking Damoeratte Ma m bar 
Conwnft t aa on Vatarana’ AfMra 
U.S. Houaa of fl apraian tal lv aa 


1. You claim VISN 6 Impleflianiad aaniica Una managamant in part to batter 
addraaa tha needs of sainoualy disabled veterans. 8ut some VSOs. like PVA 
think product or service hnes may actually be huning specialized programs 
because they put dacisioi's about clinical care in the hands of aAnmistraiors who 
don't necessarily understand these programs we*. WHI you share with us why 
you think service Iktes help? 

Response: In tha deiibersbon and development process, tha founders of the 
Ifflpl^entaiion plan lor Service Unea ki VISN 6 carefully consideiad the 
programmatic clinical needs among the veteran populallon. Based on the 
assessment dlrect<are Service Unea in VISN 8 were defined along major 
cUnlcal designations, such as Spinal Cord Injury & Oiseasa (SCMO): Primary 
Care/Praventiva Health; Mantel Haakh: Acute and Tertiary Cara: and Geriatrics 
and Extended Cars. Services ate coordktatedVlSN-wlde under the leadership 
of a desigrvalsd, Irxllvidual, Service Lina Manager, who is In every case, a 
physician with eiverierrca in tha clinical care of paiients in the diagnostic 
category represented. EachfacHkyalsohasadesignatad, eUnicat, ServieeLine 
Chief who coordinales care locally In concert with the Service Lins Manager. 
Service Lines were adopted to provide more affective coordination, consistency, 
accessibUity and alignment of resources for veterans served This seamless, 
virtual healthcara system, under Service Line Management principles, vrili be 
most helplul to our primary mission of palient care. 

2. VISN6perlonnsdpartlculartypoortycomparedtoolherVISNslnensuring 
continuity of care for seriously mentally M veterans. What steps are you taking to 
ensure Improvements In this area? 

Raaponea; Improvmg conthulty is beng addressed by the Mental Health 
Service Lkia in a variety of ways, usually invoivfng the Imhage of several 
iniiiailves together to achieve strategic goals. Per example, simply reducing bed 
days of care and shifting resources Irom inpallem to out^hant services does not 
necessarily improve patient care. However, combining the above with homeless 
nkialivee. case management aclivtties. activetion of tha Manic Depressive 
Disorder Cikiicai Practice Gurdeline in prknary care seftkigs and of course, the 
linkage of services between menial health and primary care will assist us in 
achieving the desned results. A number of innovations are cunenUy being 
Instituted in VISN 6. Examples are as follows: 

a. Mental HaafthlPflmery Care OutpetferA InlUattvaa: Salisbury VAMC has 
successfully shifted a portion of inpatient resources to outpalienl needs through 
closure of one ward Part of the staff were relocaied to the racenity activated 
Winston-Salem Outpatient Chnic (OPC) end the soon-to-be-aciivaied Community 
Based Oulpatiant Clinic (CBOC) at ChaifoW. in both, Mamal Health willbeco- 
located with Primary Care to anhaneepeHant care delivery. This should help 
address the access issues and 30-day foknv-up challenges. Proposals are 
planned to link Mental Health Satellite CInics at Salem with future C80C 
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activat'ons. particularly cl Danville, VA. and the recently approved Jadcsonville, 
NC, CBOC. 

b. Case Msnagemeni: Ourham, Hampton, Richmond at>d Salem received seed 
money ci the past year to bepin case rrkanagement activities. Al lour tacllities 
identified highly reddivlstic inpatienis to target (or five lust use oi case 
management activiUes. In addition to trackivg readmission rates, these teams 
are slmHany using outcome measures, such as the Behavioral Psychialhc Ratng 
Scale and the planned use o( a Quality of Ule scale, to assess their 
etfectrveness. Richmond has proposed a further enhancement to case 
managementthrough the used scheduled readmissiorts as part d a psychiatric 
respte-typa program. This program has demonstrated reductions In treatment 
costs with demonstrated improvements in QualKy d LHe, dearly sanring as a 
model for direct linkage to case management This provides an important ‘safety 
valve' to the seriously, chroniealtymenlalyl at any given facility. RhasOeen 
shown that timely scheduled Mervention. such as this, can often preclude the 
need lor further, longer-ierm hospitaJlzaUon. AddifionaJly, these peoenis also are 
more acceptable to acU-care homes which lacrKtaies their outplacement from 
inpatient Psychialry. When used within observation bed-status. addMons to 
acute bed days d care are similarly avoided. 

An alternative approech taken at SaBsbury VAMC has been the developmeni d a 
closer cross linkage between tte ResMeniial Care Program and the preexisting 
lntensivePsychlathcCommunliyCaf«Program(IPCC). The staff d these two 
programs previously had a great degree d geographic overlap resuRng in 
clinical dovmtime due to required travel wRhin these programs. They««rsable 
to creatively merge iheir activtues lo preduds this and shW neir resourcea to 
other previously undarserved areas. This was done wtthout an FTEE incraase. 
Part of the approach also requlrad a reassessment d psHanis cunonity enroBed 
in the IPCC to ensure they are assigned lo tn appropriaie level d care. 

e. ConUnufty of Care: The Mental Heath Servkse Line ti Network S hat had 
particular dthculiles wUh 30-day toUow-up and roadmission rates according to the 
PY 1996 and FY 1997 Mortheasi Program Educatioh Center report. Several 
Innovative approaches Impleme nte d to eddreas Viia Indude the use d virtual 
teams such as those al the Richmond VAMC. As pert d the servics line 
Integration, this ladliy took the lead in a doaer merger between imrioua 
disciplines Into inisgraied teams wth Improvsd oommunIceUon bstween npatisnt 
and outpatisni services. Selam VAMC has atemately lakan a dWereni tack 
through lha use d outpatteni dinics one day ■ week for acute inpetlem 
psychiBiritls. The combination d these two approechss has been recommended 
to an sRss for prompt evaluation and Miplsmentation. Alhough demanding lor 
Irpailent psychiatrists, tt doss enhance bdh conUnuliy and coordination d care 
wti He provid i ng ahmiteo enhancement doutpaHem capacity wtthout an FTEE 
incraase. All fadlttletwtth an acute inpsiisnipsyoniaiiy setting are eiqilortng the 
development and Implementation d scheduling acuW inpatient pracililoneis lor 
limited outpatient loRow-up cinios end aggressively merging previously disparate 
disciplines into smoothly firietioning *vinual teams.* 

d. Vet Center Coordination; Many possNities exisland are being eiqdaiad 
which should help with the 3IMaytolow-up. VISN 6 is dearly identifying 
geographic areas where further service enhancements may be necessary. Asan 
exampie, the Durham VAMC is currently coordinating with the Greenville Vet 
Center to establish a lelepsychlatry program. 

e. Homalessnesa InWattvee: The Mental Health Servica Line has received 
approval lo establish contracts for Oxford House programs in Richmond. Duiham 
and Charlotte. At presem. the Network is simlatty eiroloriig linkages wth Dr. 
Robert Rosenheck at the Northeast Program Evaluailon Center as part d a new 
homelessness study funded by Heedquaiters. 
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f. Clinical ftaeord Enhaneamanta: Efiofts are undaiway to develop 
standardized progres s note Hniplaies, as ael as VISN-wide treatment plans, to 
serve as necessary *Saamless/Tlmeless Treatment Plans ’ Successful 
Implermnlatlon is dependent upcn ful use at>d acttvalbn ol the Text In t egrated 
Utility in the Decentralized HoepilBl Computer Program (DHCP). The ei^ectation 
is that one treatment plan wouid lolow a patient regardtoss of loctM ol care wWiin 
ihe Network. This would alow for easy Men Wi catlon and discussion on the best 
care approaches, aswel as proride a rrtechanism to improve continuity and 
easily update treatment revistons. as the patianrs dinicsl needs and condkions 
chanj^. 

3. VISN e performed panieularty poorly compared to other VISNs h ensurirtg 
continuityofcareforveleransIreatedforPosiTtaumaticStiBSsDisorder. What 
stepe are you taking to ensure knprovament in this area? 

Raaponaa: Although VISN 6 was an ouUiar In several ol the continuity 
measures lor patients wkh Post Traumatic Stress Disorder (PTSO). the overall 
performance score was not a negative outirsr. Nortetheless. efforts are 
undeoMBy to link each veteran's trastment mto a ecnunuous model through dose 
collaboration with stall from Raa^usmem Coimseling Secvicas. PTSD 
programs wHhki VISN 6 cortsist of two spadakzed kipatisnl PTSO units localed 
al ^Hsbury and Salem VAMCs. In addition four PTW dkitcai teams (PCTs) are 
in operation at Ashevile, Durham. Hampton and Salisbury VAMCs. During py 
1997. the Piknaiy Clinical Teams treated SS3 new PTSO patients. Also during 
PY 1997. aWtalof 2.133 veterans was Iraaied wkh an average length ck slay ol 
38 days. The proportion of PTSD veterans reoarvtig psychiatric outpatlsnl cars 
wnhln 30 days of discharge increasad sHghtly by 0.3 peitent hi PY 1 997, and 
many of the acticns died above should demonstrate eonilnueus improvement. In 
addkien, me Salem VAMC has enhanced ks long-standkig saiekke clinics with 
substance abuse stall lor aftercare and PTSO staff for screening and fdowHip 
care. Both of these kiklatives have rrret wkh (peat success ihroutm ease 
Identification as wel as paUem sMislaciion and enhanced cempllanee with 
aftercare. 

4 . VA's report says there were 100 Spinal Cord Iniury bade si Richinond in PY 
i997,butPVAcoumed80staffedavalabiebedsihieApril. You claimed lhal 
your numbers differed from the capadiy report and PVA'a estimate. Where do 
your numbeis differ from Ihe capacMy rspo^ Please identify the programs in 
which there are discrepancies. 

Reaponee: VAMC Richmond has 120aulhottzsd acute spinal Cord In)u 7 beds. 
In PY 1992, cpersilng beds ware reduced to llOdueiolhs nidonal decline in 
new sptnm cord iniury eases and a decreased demand lor acute spmtf cord 
kijutybeds. ktPY 1996, opemingbeds were egaki reduced to 100 as new 
Inluries condnued lo decline and average daky census dropped from 95 petienis 
pe'dayle79paMntsperday. The occupancy rate of Bis VAMC Richmond 
acute spinal cord Injury program, as of July ino. is66percenl wkhnowaitkig 
list. The Spinal Cord Injury program al VAMC Richmond has replaced the 
deeinlng acute cere demand wkh ihe devetopmem ol an imsrAsciplinary Primary 
Care Group Practice and a20>bed Self Care Unk, which meets the current needs 
of ks population consisting cl prfrruuily old spinal cord kijurias. These veterans 
require acute care and maimsnance foloiiwup but do not need the longterm 
kistHutional care provided al the VAMC Hampton. By altering programs to meet 
the changing health care needs of Its peHerits. VAMC Richmond successfully 
meets Ihe ongoing acute care n e eds rt ks spinal cord Injury population. Care Is 
rendered m Bie nrost appropr ia te enritotvrranl congruent ’tilth M complex 
paHem pepuiatlen’s bio>ps^^toeaai needs. Patients traaied, ki fact, have 
increased skice 1992. Thenumberof ouk>atianisireaiedhas kictaased IS 
percent since Py 1992, due to shotler lengths ol stay, white Bia number of 
unique spinal cord injury outpaltents treated has Increased 37 percent ainca FY 
1992. 
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The VAMC Hampton kmg-lerm SCI una has 64 operating staff beds with an 
occt^ancyraleofSI percentandnowailirtglisiasolAugust 1. 1998. The 
patients are long term and discharges are few. 

5. PVA reports that you are 12 nurses short at Hampton's Spinai Cord Injury 
center and 17.5 nurses arrd 3 physicians short at Richmcnd's SCI caraer. Are 
you aware of these stafAng shortfalls? Do you agree? If so, what steps are you 
taking to correct them? 

Response: Eic^ty acute care bads at Richmond VAMC are currantfy staffed 
with 6 physicians, includkrg a fulktine chief. 22 registered nurses (RN) for both 
units, 1 8 licensed praoical nurses (IPN), 4 nursing assistants (NA), or Heath 
Techs, and 3 physician assistants (PA). They are currently recruiting for one RN. 
The sat care unt s staffed with one RN case manager artd one adminisirative 
clerk. Patients provided care in the Set Care Unit. »ho ewerience alterations In 
health, are readmitted to the acute-care urut. 

VAMC Hampton's lortg-ierm care. Spinal Cord Injury and Disease (SCUD) 
Center is staffed wHh three physicians with the Sen^ Line Chief devoting SO 
percent of his trne to the Neurology Clinic. There are 13.5 RNs. 14.4 LPNs, 17.0 
NAs or Health Techs assigned. TT^ are currently recruiting for 1 1 additional 
nursing staff (I.e. S RNs, 4 LPfOs and 2.0 NAs). 

H is noteworthy that support of the SCI8D patient is a multi-disciplnary effort. 
Thus. physiciaiVnurae stafHng is not a trus reflection of Bie staff providing health 
care eervlces to our SCI&D population. Foresample.iolaidirect-eupporlFTEE 
forHampton.byCost Distribution Report data as of June 30. 1998, s 79.57. and 
lor Richmond, lota) direct-support FTEE, as of the same period, is 150.25. In 
these FTEE liguies are psytfiologisu, social workers, recreation therapists, 
respiratory therapists, nuirttionisis, pharmacisis, chaplains, rehab medicine 
specialists, etc. Current vacancies lor the assigned carings are not raflecisd In 
the nmbers. These numbers differ Irom the PVA report due to a differenoe n 
the way the databases define FTEE lor reporiino. 

6. Your testimony stales that To the best of your knowledge' there are no 
access problems for Spinal Cord Injury senrieea In VtSN 6. What steps might 
you lake to ensure this contention: 

Reaponae: This statement was based on the data avaiiabla to me that indicatas 
stroi^ that there is no waiting list In VISN 6 for veterans In need of cars In the 
specialty c4 Spinal Cord Injury 8 fts ea so . As a specialized program. SCI8D has 
been roidinely and regularly monitored for both quality artd access. Under the 
Service Line Management concept, attention to the program has been increased, 
as there are a Senrice Line Director and Servica Line Manager who now assist In 
the assessment of this program. 
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Congr*98Ban Bvans to Stephen P. Beckhue. Director, Vetexane' Xffaire 
and Military Haalth Care Zaauea, D.S. Ge^ieral Accounting Office 

ENOjOSUBE BNOiOSURE 


rogrwmiPMTHEBamimTn 
pmj/wjrp Mmnote raOM jiilt zt ia» agAimr. 

QM VA m»MAi. nguMi JIT pnnr-aAiM 


1. BaMd am row wwk to date, wooM roo «r tkat VA la fMa^ adefiau 
ittoatlon to iia e«a coo AMooir CobbIoom la twaa of ■o a aariwc tke 
eapadtr and eOCcdveacw of opertilliad ^ocraBaT 

VA la raquM tgr Putdle Lao 1M-36S to linpleBaii the IrgMotlon to coraiiltartnn 
wttb the AiMaoty Comaitnce on Pro Bh oflca and^wdal D lw t U Uko Proin u na 
andlba Coa unl t Wo ooCmof O BwrelTOirooteanyMtwillylPVoWnpa VA 
e^ldtodliynt ftcp both of tbooo Coniinmata whoo dewdottni tta ton report 
to tba Hoon atd Senate VA CoBunlttaea. tod ban e a nun l t t e i c a provldad wtltteo 
conuBcsta on ttw U07 nd IMS nports. VA cootidered and addrewad all ofttie 
tecocniiundatlMia made br Ote Commllleea, aHtioudh all of the recooiacadatlona 
wen not implamented. Per balance, tba UNS capon noted that VA would delay 
Ua goal of Kidadns evadty meaautea with outcooM matautea becauM It apeed 
with the Adviaory CoeuBlitae on Prooibattca nd Spedal DIaablltilaa Prograana 
that 2 to a yearn would be ne ed ed to ftffly devdop and collect the data needed to 
pul the outcome meaeurai In place. Ihe IStS capon ateo noted that VA bntted 
the categmy of nemat mneaa to aetloua mental UbMea In accordance wttfa the 
recotnmenlaflon of the Commltlae on the Care (f Severn Ovanleally Mentally 
ID Veterana and adopted the commlttee'a defintdon of aciloua mental lUnaea. 
However. VA did not Implement otfatr cecommendaHone, anch ae uMng 
geopyhlc and market penettattoo meaeuraa of acce m 

S. DM yon agree with Dr. HeCormlek'e teedmony that If VA were 
odeqnately addraeMag lome of the apeeUlty pragnae, each ae an b ata n ee 
abnae, <m an ontpatlent boala, we would not eee the proetpltmie decline la 
expeadltwee VA kae eahlMted In tta enpael9 Tepwtf 

Dr. HcCocmlck'a tea ttm ot iy notee that the S percent dedUte bi eipendlturee for 
the can of aartouaty mentally ID veterana and the SO percent dadbM In 
wpendttnree far aatoualy nentilly in autetence ab u a an remlti torn deo eea ea 
In Uipailam can. We a^ee tfaei VA could aecrc man vetenne baaed on 
etUmatea ofnnnei dtnaetd because outpaflen i on la teaa eapendve than 
bvadent ewe and would eivect to aac htaeaacs bi the auraben cf vaUtana 
aerved uMtig cunent expanOtma. We also agree diat tbe Mil to outpetlent 
can iHiniwril by Dr. McConUck rdaea cancciiia about messutlng capaetty that 
we not eadly adde ew ed soMy on the bads of bilonnatlaa presented bi VAV 
teporls to the Congees. VA ciui e ntly deflnee cq^ediy ae tbe ounbw cf ontqne 
IndMduala aerved wotdn bed sections atd dbdea and be doDan 

(Or thdr can. However, consenm baa not been reached manf lO 
stafcebolden at to how matatenance trf c^adty diould be meaaured In VAV 
chtngUv heaUican ddtvecy vaiem. Fte example, other macaurea wOl be 
nc ccwiiy ee more veterana an awved in the comcimrdtr and teww an letved aa 
bipMlenis. During our review, we plan to explan whethw VA hae devdoped an 
adequate miy d aervtcea to auc ccartUD y relntegrwe aerioudy mentally U1 
patlentt brio the conunuidly. 

S. Do you think pravidlrig a perfcwiHaee wenanre In tbe VISN dlreeton' 
pertormaace connect to eddreei each of tbe protected epednllaed 
aerelees would give Coagreas better aeearanea that tbeee ^ognae woeld 
l e cef v e edeqiiate uttattoif 

FertOnnance m ei eune an a gcoenlly accepted wiqr to achieve apedOc progr am 
goals It properl y exeemed, ttris would be a m ao n t We way to g^ VSN 
dicectats wd others re^omihle for aBocatlng aid managbig nsowces dew 
incenttve to better serve vetenna with apedd (SsataDtUes EMabUdring expUdt 
accomtilriHty tor ddheibig apedattted aecvtcee wodd help eoaon thw VSN 
(ttrectwa pw doae attfirilcn to access aid qudlty m wdl sa etBdeoey. 
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4. To whmt extent do joa beUere the Tiftariei In autf that knve 

been UentUied In ronr report, br tbe Adtlnoiy rnaaltTrire and otbtfa, 
tnrel dneudind retemnef gnnllty enre nnd neeene to oerrlweT BaaTA 
Mandllad tUa aa a proMaa to ront To what do tbar attiibnte atalf 
vaeaarieoT 

We have not aaaaased tbe tnyiact of vacandea In VA ■*»>"<'*«' attS on the quality 
of care and acceaa to aervlcea, but VA attributes ataff vacandes to Cl) 
leductloaolndarce, (2) fadUty iTorpnhatloce and hatp m i o ttt, and (S) chaoiea 

In »«irvtr* driKjjy wWdi hap» »(vtinx1 ttie lypea of ran 

profeadcctala ne«)ed by VA 

Wth regard to the bUnd rdiabibtalloe progno, VA repottad In Ita 1986 lepcft to 
the House and Senate Vetenoa AOdra CoanmHieaa that waUng ttmaa to get Into 
the program had iDoeased between 1996 and 1997, Inpatt bacanae of ddayain 
eiHn g bt sddtloo, pTO^stn ofBdals Ih Central oOce 

nlaed concern over the aeeuraey of die reported msnber of staff yean 
dedicated to the blind rehaWtttattna proffaaa. They noted, ftr example, that the 
report to the VA cooffeealeaial com tn lBws ahowed 496 staff yenta, bid VA 
propain ofDdala believe that there an only 366 staff years cammUed to the 
program and Indicated eoneem aboin some a^iport Maff betng Induded In Ibeae 
counta. SpeddetUy, they queallened tbe of <*«**««"« as Bill thne 

poaWone In the hUnd rehaMHtafloa program. This ninforcas oar gaoecal 
concerns about the rdiahllKy of data bdng used to meaante the eBaol of 
mnlccs being provided In apedaUied programs. 

6. Ton neem napldonn of an ecroee the board eat VA mage tat 
expendltana for ampntee care (or FT 96 as they *redlned* their datA 
Plenee explain. 

Both the 1997 and 1896 reports to tbe House and Saute Commtiw on Vatenna 
AOHra contained infOneatlon on the number of vetems parOdpatlng tat special 
ivij.MiBy p mgi' n w i th» telaied ooatate 1996 the bam yarn «g«*^ trtdch 
compliance whh the legldatloo la deter m ined. AceordUig to VA oftlrtala dw 
1996 bamUne ‘dUhted dlghlly* ta the 1997 asai 1996 rqmta because tbe 1997 
r^ort InadverteiMly bteliKM In the ampuiailone wtaMotd the anputatloaa of 
toae ottur than thagrea toe, which is cenddered nnn Uktiy to lead to a 

condition than other toe anputafloan Our review, bowsw, duws 
In the 1996 hewiHnr oambara lor anqiutaaonn, 

^ledllcalty, tbe 1997 ispoct diowed that VA performed 4,819 anputattona at a 
coat of IllA mUUoa in 1996, while the 1996 report diowed thd VA performed 
A766 araputaUane at a cod of 16.9 mUUon In the bme yea. In otba wutda, In 
tbe 1996 r^ort, VA rednead tbe numba of ampulatloni by one percent but at 
the tame time reduced the costa by 60 percaaL to a ddltte n , of the 161 medical 
centers isportlng emputaflccia, 149 repodad a 60 percent dedbie In expendtturen, 
and the otba 6 reported cod rednetlona toigbig from 46 to 69 parcetiL We 
would not have expected tbe eapenditnre deehnee to be vtmiany ktendcal aaoaa 
ttieee medical centers. Monova, bad tbe bisellnc not been isAKcd, VAb 1996 
rspoct to the House and Senate VA rcanmitteee woidd have dtoern that 
expenCBtutcs for ampulatkxw dariitMMt by about 60 parcent from 1996 to 1907 
ntba than die 2 percent reducOon reposted. 

6. Are the psdest aatlethetloa surv e y s VA developed tor Splaal Cord 
Injnry and Blind BehaUUtatton the ri — T or d U ft r e a t than tfeoae tor other 
types of VA psiisats? Shoald ther hs tbs asms or dU Te i antT 

TiM ^Ull«l rjwti Inju^r (an) nH,wl 

surveys ate different dun tboae tor oilwr types Of VA pMlenia tor good reasons. 
Both of Ibaas programs Invulve services mots exiendvs than those genetsDy 
provided to ottur veterans, aid It is ImportaM to use tailored quesUona to 
mulei a lan d die unique dtiiittnne of these veta au a 1 b ofaMn totoanudoa on the 
aelliFirtlon of veterans with Sptnd Cord Infixy, VA Is udng Its gcnaral outpatient 
tratlefaiTlnn riTTT irttb irmral eiWittmil iiiif winne iVdgnrd wiriiflrsHT fnr 
wtwv wtth SCL VA'i Bttnd ^^** ** *^***^itiffp f Ti f tiT nfT 
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ENCXOSURB ENCLOSURE 

stfstacUon nsv^ th«( ve Didqiie to vetcnm In ttie Bund RdiaUtntton 
progmL *nie aurvry to mUonnl tn awye *nd xtointataed by the BthtbOHnUon 
Besetrcb nd DcvrioiBiMM CoKcr at llw VA atetttcd ccfOcr In Decatur, GeoRla. 
K la a patient's aetf report on the aovlcca they received aa InpMlants Id Ite bund 
nlutaUttsiloii pf o yt a. 
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Questioai for Dr. Ridurd McCormick. Co-C]iiiriiiiii,Coiniiutae on Cnt of Scvertiy 
Cbonicilly Mcnttlly D] Vctmns 


I. VAiiinthepcocetsofimplancnongimduciliiiesaicbefoalityDidal&KDetwrxklevels, 

First, do )wi bdieve this is the best to miDage VA resources? What are some of the 
VA can take to atsure suecsasfol implanefUatioo of these mental health product lines? 

It is imperative, as the need for moital health servteea asnoag vesensis cmitinues to iacreese, and 
resources for providing such services are hdd constant, flial we maximiac foe heahheare value 
we daive fiom oiv current lesourcea. This must include closd)' evahiiting the clinical outcomes 
and costs associated with oin cmreel mental health program s a^ delivery synose. It must also 
include modiiying care delivery systems in light of new tcieeitific advances and changing 
community benchmarks for care. Mental health twice lines (at tisnea also called "care lines" or 
"product lines") offin one viable optiori for meeting focae chdlenges. Mental health services 
have for many years annoyed an interdisd^iotiy approach to treatmcnl. Members of various 
mental health diaciplinea. jpctuding ptychiaoy, psychology, soast work, nuning, and 
rehabilitation ^cciilists, as wdl as clerical and a^oisBative support staff, work logetber to 
provide a comprebenaive array of treaDneni artd rcbabilitatioo services. Current outside 
accreditation stsrtdirds maodsiesuch in interdisetphnary approach. Clinical tr ea tment trials 
sbcwibaadvanitgeofiuch tnqtpfoacb for vatiousmenialhealfopopulttions. HisiMictlly in 
VHA, [uoviders fiom various mmli] health discipUnea have wock^ together on program teams, 
but the designated leader of foe team has not eiercised line or budgetary aufoority over foe staff 
on foe team foal he or she beads. The various taam members have been under foe line authority 
ofScrviecChtefi rasponsible for all staff and resources associated with fodr professional 
discipline. Service lines shifl foe line and budgetary aufoority for all Baff and associated 
resources alipied in i particular menu] health piogiim to the mansgms who are reaponsible for 
that program. This allows foe managers of foe service line to more eatily make ptogtimmaiie 
changes, including changes in staffing mis, in response to changea in (he demand for services, 
accees and patient aatis&ction. It also increascaibeacGoufiiibiiiryofailstafrin foe program to 
the management of foe prog ram . This can increase the agreement between overall program goals 
snd foe priorities of pacific staff roonbers. Ifptopcrlyimplcmentcd and managed, service lines 
can assure greitcr health care value in these titties of greM diangc. A concrete example may he 
useful. VHA has faialoricallyspeot a very laiteptopartioo of its resources for inpabecii care. In 
foe most recant 12 month poiii 6? S of an mental bealfo expenditurea in VHA were rtill 
expended for inpetiaet sarvicaa. TliisbalancebctweenDipatieniaadouipctienicateisihjfong, 
both within VHA and in foe non* VHA cofnaniiiity. VHA is actually changing at a slower rale 
thsfi even moat state mental health systems. IffoisIriDsition islohe suoceaaful, (hemsnsgers 
le^oBsible for this tiinsitioo in VHA need to he ible to convert some of the asreni teeources 
beiiigspenloninpatientcaretotAillaneyofconunijnitybesedsetvicea. This involves major 
chingee in foe mix of staff (e-g. reductions in nuraiog staffing responsible fiv the 24 hour 
msnagement of foe inpatient unit, end signtficam increases in community focused, expanded role 
nunee and soctal workers). K may also require hinng staff who ire willing to work in a broader 
geograpbie area, 'nte managaii of die mental health progr ams need to have foe authority lo 
make such dtsnges in tn orderty and progre ssi ve manner. Service lines are t means lo provide 
such aufoority. Under a local service line structure the service line cnenagement ideally has: 

• A well conceived strategic ^an for providing mental bealfo services to a defined population 

ofvalerans 

» l ine authority over all direct care and key administrative soppoit staff necessary to provide 

mental health services 

» Flexibility to shift cesoucces as nacessary to in^ve foe quality of prog rat i u ning. access. 

efficiency, and patient satisfoctioo 

• A predictable, adequate dollar budges widan which foe programs can be efficiently managed 
e AniansgcmeM information sysum erhich allows forfoetradong of clinical outcomes, 

expenditures patient satirfactioo and efficiency. 

As an altamstive lo service lines some facilities employ snngfocned maosgement matrices 
where the leaders of programs are given some degree of stifooriry over the resources hi their 
propams. Stnffremaio aligned underlreditional professioosl and administrative services This 
approach requires maximal coopentioo among the discipitoe beads, and a shared strategic 
vision. 

Whether a service line stiucaire or a stRsigtiNned matrix ia used, it is imperative foil mentsl 
beslfo msnsgers be chosen based on their managemoil skill, dinicil expertise and strategic 
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vision, not mcToty bused on their disciplinsry speciilly. It is dMS critkul thsl they be empowoed 
to truly msnsge the lesouices devoted to foe provisica of mcsuel heelfo services. 

At foe Netw«k level, mcrnil heelfo service Uncs ve s viebie meene to essure overill stntegic 
plenning end deployment of resources. This mciudes essuring foil foe mcsitil heelfo needs of ell 
vetenns in the Network ere sttended to, rather then just those veunns who reside nesr to i 
eufieot VHA fscility. Nelwatk service lines cen ilso hcilitile the devetopmcni of e foil 
continuuiiiofciRthioughoutfoeNenKFtk. Heelfo rare vilue miy be incrcaed by providing 
some speciilized services it only sdeoed t -vtirtA« Idcsily foe Network Mcstiil Heelfo Service 
Line Maniger end the tocel fodlity service line mingcrs serve is i coordinsled mioigetneni 
tram for memil heelfo services throughoU the network. The Network Service Line Monger, is 
1 member of the executive nun^cmenl Icon for the Network, ilso essuies foit foe speciilized 
needs of tnenlil hralfo piliems oe rep resen t ed in ill mqor network decisions. 

Some networks provide ovenll directioD for mcDtll heelfo pcogr im ming through i Neswotk 
Momi Heelfo Cowdl or Committee. Thit body includes represeolitives Sum fodhtics 
throughout foe network. For foil to be i viible optioo foe Cotmdl must be empowered to liuly 
influence menti] beelfo program issoes foroughoui the network, end must hive i strong voice in 
the overall tnmigement of the networ k . 

2. YoohsveideMifiedsoinesigBifleoiitiicsofhamdesineiifbrVAitipilienis. Whitshouid 
VA do to better essure epptoptiiie piiccmsit for these vcmiou iflsr dischoge? 

Hcmelcsiness onoog vcKnns continues to be e miior problem requiring ongoing ettesuion. 
While si^firant progreee hes been mede. coMinued im prov em e n i tcepiiree foe following: 

< A conliBoed commltnrrnt to eddrcei the problem ef bomele eintsi emosg vetere ns , For 
the pest decwle, foe Conpese and VA heve aetipied • high pnoriiy to homeless services for 
veterans. This conmilmcnl wes ectuelirad forougfa foe ftsiding of s peciil i zed services for 
bomdest veterans end the strengfoetiing of coemminiiy pestnai h ipe to iddreec the problem. 
The eote miseion of foe VA his bees defloed is including addressing foe complex set of 
fiictoo eseodited with hom el e im eee. For VHA foil bes m e nnt eeliblishing i definilion of 
heelfo rare which goes beyond foe narrower bounds of pttvue heelfo rare plstis, end 
including s brosd range of rehabilitetive efforts which hive ai foeir goal restoring foe 
homeless veteran to independem community fimcooning. The rush to benchmiik VHA wifo 
other henlfo rate pliits mini not erode this broad c cmn mmen L The Committee is 
encoutigcd by foe Undencenlaty for Hedfo's recent affumitioo foal sidiraling 
hotnelcemeti among veterms ie a ~fl Ah" critical million for VHA. 

• The idcMlliralias and osirenck to hem e i eei vete nns . Homeless vcieram have 
historirally oAen not actively sought VA services. They ■< often unaware of their cligibiliiy 
for •crvicca, or ihooslsd Aom goveramcsil institvliotts. F ut t h ermoie. homdee e neee hei not 
ilwtys been edcqualdy isseesed among those veterans who do come lo VHA fin heelfo cera 
services. U it iffiperslive thsl VHA conttnue its active outrsseta effons to homrdcsi veterans 
in foe community, md foil unproved screraung for bomeieieorat be instituled el ill VHA 
tecera points. The currem outreach effotts hive focused «n g e ug iip hi c ireai where VHA 
has nditiaeialty had focUHics. Ai VHA expoids sccess into new geo g raphic etcsi. through 
efforts such ts new Community Based Outpatient Clinira, it if cribcal foil oubcsch effoRs 
foe homdees vderam also be expended to cover fosse sew areii. 

• Ifsifnim null hi I fell im]- sfTiriHniilrthilrlBTillirB rrrlrrr Unenployinciu ind 
insdequate work skills are a k^ foclor thil prevent bcro ei eei vetenns from succcssAilly re- 
integrmliog into independent comonaiity Amcbociiag. This probkin is ccenpliceled by the 
foci that many bcindess veterans have mental and pfayiiral disoidera whidi miy impw their 
voctlMiial ability. In tome loraiiofn VHA offers e AJI inay of vocalioiia] rduMititiai 
services, incloding therqieutic work prog ra ms, whidi ire designed to provide basic work 
skills for seiiously mcnully ill veterans. These p rogra m s tre very cost effective, in foal foey 
penner with local employera to provide meningful work which is reinfotned el s foie 
market rate, while at foe mbm fone offering an opportunity to focrapeutirally work with even 
significently impaired vetcnni in an effort to enhance fodr flitwe independent 
emptoyibility. UnfceBmitety, e fuU range of prog m ranuig il OM eviileble it ell major VHA 
locations, limiting acccra to such setvicee for mny faomdess veterans. 

s Unffotm aceces tn ^rtfoos for transWonaltlvIng amngtmenlB. The hrattdess veteran 
most oAcn requires a transitiaeel living situitioo, where he or sbe can ledde in a Ihcnpeubc 
environment while eoni]fletiDg rehabilitation efforts. VHA offers fud> options in multiple 
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ways. VA staffed residential aelQngs such as the Domidliaty Care for Homeless Veserans 
and Therapeutic Woch/Tranaitiofiel Residence Programs offv a supolative levd of 
reaideneia] care. In many cases VHA has par mettd with commuiiily orgasuzations or 
veserans service organiaatioos to provide trirrsitioiial living opiioas. This has irt cl uded: 
loaning unused VA space for sansitioital bousing stafU by Bd tfOiaatd by community 
agencies or VSO's; e large cootnet hontelcss residemisi treaimem psogiam; and gtinu and 
per diesn psyments to community boesscless ptovidert who develop nositioaal services for 
voenns. Cisrently funding for homeleBs rcsidcniial cotunct services are distributed ouiside 
of the VERA mo^. There are plans to move these fondt into VERA in the future. If this 
does occur it is impereiive thit the VERA model be modified to provide comples pstient 
stetua for petientj ccquitiog si^slicanl residential services. CunoiUy VERA only recognizee 
stays Qiat occur in VHA staffed beds for the homeless tMhan foorli for coema nuising 
home beds were moved to die VERA model, the model was modified to credit these services 
towards eompleit status. A siitiilar change must sccomp an y soy movemem of homeless 
residcnlia] servic e s to VERA- 

3. Aieyousatis&eddiaiibemessuttsdiicVAIiasselccndfbrassessingconmuityofciceare 
sufRineM? Given the aelcocd measures, bow well overall would you say VA is doing? 

VA currently meisurcs coalmuity of care primarily by calculaiinf the pciceniags of patients with 
an ii^atien luy who receive VHA outpatient services after diacbsge. Thit is a common 
iDcwure, used in tniiiy health care oeganizatioot to assess coobnuily of cere for mental health 
populations. The data for thit mcanre are easily eilractsd 6om adminisoitive data bases. The 
measure aervet as a valuable global bcacfainaih of caotimney of care. The measure doea, 
however, have sipiiftcaDi limiMticna. These inciudr 

• ContimiicyislrackedoalyfortbesuhseiofpisicniiwIioncdvciivntiMcareloolyaboul 
14% of the total number of VHA pstienia reccivini mental hesHh services) 

• VHA adminittrstive data baaea do not capline care receavsd ointide of ibe VA. even when 
that care is provided by VA caninctual fkading Thus the mcesurcs may understate the 

conbimicy of care wbeu VA staff appeopriatclyrela die patient to commumlyrcsouccea, or 

to cootrectuil pcovidcis of services. 

• These metsurce do not difforentisle lbs iniensiiyofmitpsticnl services provided. 

With these limitations in mind, VA as a whole is pcDgtemivdy impnving in die continuity of 
cate piovided for general payduitiic petiema and far s ubstsoe e ibuse patients. In the most recent 
12 month period, there was n 6.2% impiovenient in eontinnity for gen^ psydunirk petientt, 
aids 14.7% imp tovcmqu for subs ia Dce abusers. There reinsiDs, however, mi unacceptable levd 
ofvaritbility among the 22 VHA neiwotks. For subcoiioe nbuse the reiea of chnge varied fiom 
» 39.S% 10 -22.6%. For general psydnaicic pntiema they varied 6om *2?.4% to -7.3%. 

The cuiTsnl tncamirea need to be expieided to iodude all VHA patienta, sad efforts need to be 
muk to better trade ell scrvicee received, or al leesi ibeee pe^ for by VA. Palicm severity 
■nceauteenecdlobeeddedsloogwithmeesuceeoftlieDitensityofaervicts reedved, in order to 
belter track Ibe adequacy of the contimnan of aervicea for the more teverdy impaind patienta. 

4. Ideally, whattypesofmcntalhealdiaervicaadiouldbcavailableiiiCoaBnucutyBased 

OiapUMU Clioia? 

Coimnuiiily Based Oupetiou CKnks (CSOCt) are intended to provide primary care services to 
vetentu near where th^ reeide. Dining die moa recent Iwdve immdi period. 20.4% of vcKrsna 
using VHA aervicea uied a mcnul health service. It is therefore eppropriate that CBOC's 
include acccia ID bade mental health outpatient aerviccs Mental health aervicee are available in 
qiprosimildy 40% ofCBOC's. These CBOC’s gCDctiUy include a small mental heslth team, 

including a p^chistrist on SI least two or three days a w^ and coverage hy 1 paychiiBic social 
worker, peychistiicclinicel nurse apednlisi or ptjehologia on three to five days a week. This 
team should include expertise for ireeting die loiously mentally ill «o an outpatient basis, ind be 
cspebkofprovidingbedcoulpalicnlfcrviceeforvctcraaswidisiihsteoceabuse problems. At 
lc« OK of the teem diould have es paient e with treating post traumaic stress disorder. The 
actual size of the menlil health team should be matdied to the size ofthe clinic, and the number 
of vetermu with mental bealtb disarders for whom Ibe new CBOC would be the most actesaMe 

VKAfoctliQ'. 
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5. Given its Umited resources, whal ia realistic for Congress to eapecl VA to devdop in the 
conunonicy? 

Tlus is a difficult quesbon to answer. The Committee, noliog lhal less Hian 40% of veterans who 
are service conoemed for a mental disonIcT use VHA ssvices, coniiMies to fcdieve that large 
nimbeis of higbcsl prioriry vcicrarts need nl would greatly benefit from expended access to 
VHA menial health services. The currem loul ftadmg levels for VHA ate not a de qiiaie to 
completely address this unmet for services. The Committee, flterefor e , urges [CioriTy 
consideralion for supfdcmcntal fundjng to dose this gap. 

However, even asstrairig no apptedahle change in VHA funding levda, during the most recent 
l2monthpciiod^pstnicn«dySI,T billion dollars was expended for VHA n^etieet mental 
health services. This repeesenta a capital pool which can be tapped, to some degree, to fund 
needed commuiitty services foe the tnentally ill. The smotail of frinds svsileble for 
r e progr amm ing from iryatient to owpabasn or oommiaaly care, can be maximized by incrensiDg 
the efficiency of out monal beaMt peogt ima , and utilizing aiatt of the art Bcamait ^ pto a che a , 
which include cotmtuaiily based cere. The Commiricc is moat c o et cefn ed that this 
r ey oyatnming occur as we dowrtsize our inpslient capacity and ahifl to ouipaiicM delivery 
ayitcma. This should, at veiy kisl, allow VM to include mental beahh services in all new 
access poinli, and to provide intensive community care snd psychosocial tefaibililaiiofl for 
tenoualy menially ill padaois who are dcinaiiniiioaulized. We should also be dde to provide 
intensive oupeiisfu rehshilitebon scrvicca, with epp r opr i itc residcaitial tbcnpeutic eve when 
needed for the bomelets, for K Iceit • aomewbv iocressing mnnber of patients with post 
mumatic atreas disonler or substance abuse disonkrs. 

6. Are we better offkae|hogvcaarans inbeds if weeant amtnetbem adequate acceas 10 
commuflily and outpatient care? 

Insbtubonaliiad aariowiy menally ill peoanis should only be dischasged when they sre 
sufficiently stabilized snd a ihoni^ily sdaquate ^an for their lecotry into the communily has 
been eon^eted. With the develepsnent of a new geocrabcsi of anhpeychotic medicatioiii, end 
sigiuflcaDt refinenrenti in intcsisive corntmaiiiy ciae managonent and psychoaocial 
rchabilitatien sppsoa ch as, diia is Ibssibte for sn incraasing number of previouily institutioiializcd 
patiaiu. WMIeimpkOKnlingacompteheetivepeckegeofcaninuiculyofiailedaernccaisnol 
Inexpensive, il is 1 m ccetly ihm losy4sim nyeticiM csce. It should be possihle to ce^lcploy 
raeouicee m lilei where lignificsnl mmbsrs of seriotisly mentslly ill are mshtutiaiielized to 
order to deinstitutionalize seteciad patients. Hus is the vcepie d smndird of enre wha H is 
feasible for a given psiiani. Rehabilitvng sod piecing the paticin idIo the hi^am level of 
independem community fimetioanng poiaiblc abo mecla the lequiitnianl lhal all patiana be 
maimainad in Sm Icaai raetrictivc avireranen pcenhlf It abould not therefore, be n vca aary to 
keep a patieM ho^talized merely bccaiae we cansnl provide adequate community care. 
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>. Yoar testimony states that VISN S and YfSN It lade long-term mental health 
programs. Please tell its how you were able to identify this shortcoming and what tmpact 
it has on patient care? 

The American Legion eaiabliahed a VISN Management and VERA Taak Force in order 
to track the changea at VHA. The taak ibreehas viaiied VISNa 1,3, 4, S, 8, 18, and 21 in 
the course of eighteen months. During those visits, VISN Directors in both 8 and 1 8 
reponed their lack of long term mental health services. The situation is being handled by 
referring veterans to nearby netwrulcs when they need inpatient treatment lor such 
conditions as PTSD or addictive disorders. 

The impact (his has on patient care it that K is a barrier for patients wIm cannot or do not 
want to travel such distances for care. It also separates patients from their social supports 
by having them so far from home during hospiialixaiion. It impedes coordinating 
aftercare planning. In addition, emergency hospi',alizitioo for acute psychotic episodes 
must be done in the private sector: thereby reducing consistency in patient care. 

2. Are you satisfied with the data the SMI Commtttee provides Congress allows us to 
assess the effectiveness qf VA 's programs? How about other measures of capacity and 
access? 

The American Legion is a member of the SMI Committee’s Consumer Council, and has 
been an active participant in the committee's activities. Based on this first-hand 
experience. The American Legion is very satisfied with the work of the SMI Committee, 
and commends them for their efforts. The American Legion will continue to be involved 
in the SMI committee's activities. 

The SMI Committee does make several recommendations u improve VA measures for 
capacity and access that are consistent with the philos^hy of The American Legion. VA 
is urged to consider those recommendations carefolly and develop plana for 
implementation. 

3. American Legion makes stte visits to various VA facilities around the country. What 
particular problems have you noted in VA 's delivery tff specialised semces? 

In general. The American Legion has several concerns regarding the delivery of care in 
the qiecializcd programs: 

• There is no evidence that the dollars saved by closing inpatient mental health beds 
have been reinvested into community based programs; 

• Since the VA has downsized and shifted staff through cross trairung, there is no 
process in place that measures the success of the cross training nor the competency of 
the staff who have been re-trained; 

• The long admission waiting times for the blind rehabilitation programs have not been 
adequately addressed: 

• There is initial concern (no real data) thai the restructuring of the addictive diso r ders 
and homeless programs, plus the closing of inpatient psychiatric beds has, and will 
continue to lead to veteran incarceration. The American Legion identified this 
potential issue during a focus group conducted at the Cleveland VA Medical Center. 
This is a trend that should be investigated and tradied. 

4. Wouldyou tend to attsdbute the problems VA tshavingin "maintaining atpacity" to 
decentralization? Budget? Other factors? 
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The American Legion attributes Che probtens with VA’s ability to tnaintaio ctf acily aa 
being budget driven. The Balanced Budget Agreement does not provide VA with 
af^rc^riacions that will keep up with indaCioD for the next five years. In spite of the fact, 
the budget will increase, VA buying power will not. The VA, so fiv, has not been able to 
reach itsMCCR goal of increasedcollectiMtsby lOpercent (They are averting about 3 
percent.) According to VA, this is attributable to a technological systems glitch that 
should be conecled by next calendar year. Once VA billing improves, so should their 
MCCR collections. The American L^oo believes this is the future of VA. The MCCF 
should supplant VA's annua] discretionaty ai^iroriations rathex than ofT-set funding. The 
GI Bill of Health would then enhance the MCCF, and give VA a self-reliant edge 

Other factors that hamper VA's ibility to maintain edacity ate that VERA is a capitated 
model based on an adverse select population (especially within the special emphasis 
programs) and, a fixed resource environment. In the private sector, managed care 
organiaalions survive by being able to enroll younger, healthier patients, and generate a 
profit margin. If VA incoiporaied healthier covered lives into their pool, then there 
would be more dollars to reinvest into care for the adverse select (older, sicker) 
population. This is thegoaloflheGI BUIofHealth. 
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ANSWERS TO QUESTIONS FOR DAVID W. GORMAN 
EXECtmVE DIRECTOR, WASHINGTON HEADQUARTERS 
DISABLED AMERICAN VETERANS 
REGARDING JULY 23. 1998. HEARING 
BEFORE THE SUBCOMMITTEE ON HEALTH 
FROM THE HONORABLE LANE EVANS 
RANKING DEMOCRATIC MEMBER 
COMMITTEE ON VETERANS' AFFAIRS 
U.S. HOUSE OF REPRESENTATTVES 

Question 1: "What is the basis for your recommendation to add 3 employees to the Strategic 
Healthcare Croup for Prosthetics at Central Office?" 

Answer: To ensure that prosthetica arid sensory aids’ services are provided in a uniform and cost 
efleclive manner, we feel that there must be a central rrunitoring system in place. Due to current 
vacancies, there is no oversight being conducted to provide budget review and technical training 
and evaluation. As stated in our testimony of July 23. 1998. “In an attempt to fill vacant 
proslbetic services personnel positions, local VA Medical facilities are transferring other 
personnel within the facilities who are untrained and unable to fulfill the VA's commitment to 
these men and women who rely on VA health cate for improving their fottctional abilities." 

Because of the staff shortage in the Siraiepc Healthcare Group at VA Central Office, site 
visitations are virtually nonexistent. Additionally, the review of the budget and technical 
workups arc being postponed. Considering reports from DAV National Service Officers and 
Hospi^ Service Coordinators throughout the country, a central monitoring and training system 
must be put in place In order to correct deficiencies and improve prosthetic's proficiency. It is 
our belief, that by filling the current three vacancies in the Strategic Healthcare group, inequities 
in ^viding needed services and the current backlog of delayed orders will decrease. 

Question 2: "Doyoushare the views expressed by Dr. McConnick and Mr. Miller of the VA's 
Advisoty Committees?" 

Answer: Yes,a3Dr. McCormick's testimony reflects, with the deinstitutionalizalion of veterans 
with chronic mental illness, there needs to be a reinvestment of inpatient savings into intensive 
outpatient services. In our testimony, we called for and described these programs. Additionally, 
we accept the statements provided regarding the collection of data in order to measure capacity as 
well as theconunittee’s concern that the data collected is not being effectively managed 
throughout VHA. 

As Mr. Miller's stalemenl indicated, subsequent to the realignment into product lines, 
prosthetic repr es entatives had direct access to the medical focility director in order to manage the 
workload, staffing andbudget. Since tbe product lines have been implemented, the prosthetic 
reptefenialives are faced with a myriad of management layers between them and the facility 
director. We also folly emeur wifo Mr. Miller's testimony regarding the staffing of trained and 
qualified prosthetics' representatives throughout the nation, as wdl as the unacceptable level of 
delayed orders. We further noted with concern the si^ficani pn^KHtion of prosthetic 
representatives who report being foarfol of disciplinaiy action if delayed orders are rqjoned. 

Question S: "Are you aware if VA’s National Drug Formulary restricts access to Clozaril?" 

Answer: Clozaril is on the VA's National FormuIafy;bowever, it is controlled by the 
submissirniofforms to Dallas, Texas following the failure of at least two other anti-pqrchoiic 
medications. Tbedaiaavailable to the Committee on Care ofSeverely Chronically Mentally III 
Veterans indicate that there were betriers in some facilities to the use of new medications. Some 
of the barriers included the need for better education of providers, lack of a ptognunmatic 
structure to support the additional monitoring required for Clozaril, and in some cases, budget 
restrictions that limit tbe number of patients vWio could be prescribed the medication. It is not 
clear to the DAV why usage is loner within (he VA than within tbe private health care sector. 

Our concern is that these restrictions are causing the use of less costly and less eifeedve anti- 
psychotic medkalion. 
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CongressmAii Evans Co Thomas Millar 


BLINDED VETERANS ASSOCIATION 

477 H STREET. NORTHWEST • WASHINGTON O.C. 20001-2884 • (202) STI-SSSO 


RESPONSES TO QUESTIONS FOR THOMAS MILLER 
EXECUTIVE DIRECTOR 
BLINDED VETERANS ASSOCUTION 

1. Are you aware of ary progrtmis In the private sector Ota duplicale the resUentiat progran 
for K4 blind rehabilliatton programs? 

Yes, there are a number of private sector or state operated residential blind rehab 
programs that are attempting to duplicate the VA program. Mos states operate residential blind 
rehabilitation centers funded by Vocational Rdiabilitation appropriations Consequently, they 
lend to serve only those residents of the state that are of Vocational Rehabilitation potential and 
therefore young healthy blind people. None of these programs are afliliaied with hospitals or 
medical centen. They have very limited ability to monitor and manage multiple medical problems 
during the rehabilitative process. The blinded veteran population currently bdng serviced by the 
VA BRC tend to be much older with multiple medical pr^lems who require monhoiing and 
marutgement throughout their rehabilitation experience. Private agencies find themselves in 
sinular situations with respect to medkally involved blind persons. One migor national consumer 
organisation, the National Federation of the Blind (NFB) operates its own blind rehabilitation 
training center. Theaveragelengthofthisprogramisrunenwnhs. All blind persons atiendii^ 
this program must stay for the fiill nine months. Private and other public sector programs do not 
as a rule hire university trained Blind Rehabilitalion Specialists possessing Master’s Degrees in 
Blind Rehabilitation as does the VA. These hiring qualification standards help separate VA from 
other programs and ensure high quality service. 

I You idenilfy many indiridual characteristics tha would make It difficult to sqy kow long an 
inpaient care episode should last fir a veteran but certanly there are elements the 
rehabilitation Oust lake a certain lime to master. Is there a floor on overqge c^stay Oat 

should convey to Congress tha quality Is beir^ compromised? 

This is an extremely difficult question to answer. There are so many variablet that impact 
length of stay. It is very difficulty to predict the time necessary to master any given skill. Thm is 
no research to suggest a definite time period which it should t^e a veteran to master a cettain 
skill. Each veteran's situation is unique. Allow me to use mysdf as an example. 1 completed the 
VA Blind Rehabilitation Program at the Hines BRC 30 years ago. 1 was totally blind as the result 
of a land mine explosion in Vietnam. Additionally, I had completed a B.S. degree before enlisting 
in the Marine Corps and was 26 years old upon admission to Hines. The average length of stay at 
that time was 18 weeks. I completed the program in 16 wedts and needed evety Wt of that time. 
The BRC program was primarily serving young combat disabled veterans ranging in age from 17 
to their mid-20s. The majority of the veterans were totally blind and required a pre*vocaiional 
iraiiung model. For the most part those of participaiing in the rehab program were otherwise 
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healthy and aaide from wound* aunained in combat did not have ocher medical problenu that 
cotdd potentially impact the length of sc^. Progre M in the program was influenced by 
educational background, jdiysical fitness and to a certain d^ree athletic ability and coordination 
u well as the d^ree of adjustment to bOndnes*. Of course there are some very basic sldlis that 
should not require much time at aO to master but do not have a significant impact on iength of 
stay. The BRC program is very demanding physically and psychtdo^cally. The more athletic or 
well coordinated an individual the more likefy oat is title to become a proficient, safe and 
indqtendent travder with the iong vdute cane. Those vdto were not so disposed had more 
difficulty and took longer to master the same skiU*. This phenomena is no diflferent for able 
bodied persons when it comes to mastering any skill whether it be in the field of sports or 
otherwise. Some individuals are bom with more natural ability than others therefore requiring less 
practice to master centin skills 

The current population of blinded veterans being served by VA BRC on aversge are in 
their 60s and have some remaining functional vision. They do not require as long ■ length of stay 
because of age, other medical conditions and degree of useful vision. Advances in low vision 
optics over the past 20 years have etubled people wHh low vision to manmize their independent 
functioning more easily and quickly. Here agtin, to my knowledge there are no studiea to 
determine precisely how long on average h takes to master any given task. Generally, this 
population does not need a flill blown Orientation and Mobility program. 

VA Blind Rehabilitation Service it cunently involved in the development of Outcome 
Measurement Instruments for data collection. Oact these instruments have been developed, 
tested and refined, serious dau collection can begin. Until functional outcome dau has been 
collected and analyzed, it is difficult to determine just how effective the VA program is aitd if the 
analysis will reveal a floor below which quality is compromised. The other aspect of the basic or 
core program that is even more diflScuh to determine a prescribed length of stay that will 
maximize sodal and p^chological adjustment to blindnra. Successful acljustment it directly 
related in part to obtaining sufficient proficiency with essential skills resulting in improved t^ 
confidence u well as the opportunity to share with other blinded veterans all the problems 
associated with virion loss. The laner occun as the result of Imng 24 hours per day, seven days 
per week. The residential setting also fi sdlitatea a more intensive training environment optimiring 
more r^id development of skill acquisition. This has been an awfully long answer without really 
providing a definitive re^nse to your question. 

3. Yourtcommtndhavmgmandaioiygutdelmtsjorsptcialittdstrvices. Who should devtlop 
ihtst guidelines atd insure they are being impUmenled? 

In my view, such national guidelines should be developed by special disabilities program 
officials with knowledge, expertise, experience in their respective qseciahy areas. Adherence to 
these standards and guideline should be a part of each fiirility and Network Directors 
performance standards. In the case of Blind RehabilHation Service (BRS), there are five position 
across the system, Regiontl or National Consuitanta, that are charged with overseting BRS 
programs for the Director of BRS in VAHQ that could be tasked with insuring they are being 
implemented 
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4. Dr. Fil^rald'i sutemem asstrUd that ByA has nol ^ecificalfy objected to bedcJosunsat 
VAMC West Haven Is this a/air statement? 

Dr. FN^enld is playing a game of temaDtics widi this assertion. BVA has not spedfically 
opposed the reduction of (he niniber of Mind rehab beds at West Haven believing the number 
currently authorized is too many fix any one &cilhy. We have however strongly olqected to 
closure of blind rehab beds. We have reconunended to fktlity and Network management 
transferring those IS beds either to another ftdiity in (bat Network or to another Netwodc 
altogether. Pleaseseecopiesofcorre^ondcnceon tins issue attached to these responses. 

5. What Is a reasonable waiting Ome for itgtalient admission for BBS? 

Subsequent to the Senate Veterans Afiairs Comnuttee Oversight bearing mentioned in my 
testimony, the Prosthetics Improvement Implementation Plan was established. Contained within 
that plan were specific goals and objectives for the special disutilities programs. The goal 
est^lisbed in that plan for waiting time for admission BRS was 120 days. BVA believes this is 
reasonable. It is important to note this otjecilve has been achieved at all but three of the existing 
nine BRC. This is largely a reflection of reduced lengths of stay accomplished by BRS in 
response to the changing needs ofour blinded veteran populatim. We are aware however that 
many of these same host fiKility managers are tr^ng to fi^ further reductions in length of stay 
seeking further cost savings rather than being dnven by quality. 



186 


Qm 


Department of 
Veterans Affairs 

MW 2 I 1938 


Memorandum 


Director. VA Conoeeiietif Hcilthcoft SyUeroAMV1 1^50 CampbcU Avenue, WenKtvetLCTM5l6 
BedCMuction 

Dircecer, BlMRehebiliatioo Strvke'l I7B/(I0 VoiMiii Avenue, NW, Wisluojuii, DC 2M20 
TKRU:^Djce^^^iA>|^Entl><>dHeiU>cmSy>nn/IONueuiIdii>{6l,30aSpr^ Roa4. Bedford. MA 01730 

1. The VA Cowucticut HcalSKan Sylum hu ceniiniKd to nuinuin • <eul of dO Mi la otir Bind Center. 
OrtBthoiiy ^ beds were dMit****^ for blind rcfaibiUiiiioa and 4 bedc (be d>c cempuKr euicted ninii^ proireoi 
(CAT). ItUefpenaidialivccuooiedequaielyailiteiMsaiiaberorbeds. Theaumbei efapiiIicadoM for 
rehab beda baa dr opyed to that we are unable to fiU 40 bedt. Imuflflnbbaaiaeihaitha raduerfon InaaBbd beds 
will not reduce aapaeily u kialty mandued. lofttealyetn I9M and 1097, iha blind canter served 303 and 307 
veterans rcspacfively. The nndaofan efinBvctetaopopularioti arebcReracsthroogh the desifa ofpenonaUaed 
rthablUtatioa plana, which haa reaulted in ehoitcoed leojihs of stay. With bwer beds we cea easily serve 300 
vetentu a year and can Iperease tbe number, u needed, through BROS aadCATproframs. 

2. ThopiehlemoflowbedutijiatSenieiaeascvcrslissuesdiaiwemunaddiets. Unused bods skews the cost for 
blind rebab so that It appears that Va Coaneedcut is less eflidefit, whan oompared lo other blind eenters. There is 
a norepresslnt need for hUed rehab beds In VlSHs outside of ear eerchmeaieiee. It is a disservice eo veterans to 
staff empty beds In this VIShI, when veteiens b odier VlSNs may not have tinely access lo blind tehabUiiailon 
services. 


3. Iproposeihaiwenoinse ISbedKihescbedtwouldbeavailablelobenniftindioaeeikerVISN. Ofihe 
remabinf 34 ataflbd beds at VA Conoeeiietii, 20 would be desitnsted for rehab and I for CAT. Tliere is a lent 
wailing list for the CAT pe otfian lo that beteesint the nianber of CAT beds will hnier meet the needs ef blbdad 
veieriDS. 


4. I ttfta dtit you and ibe BIbdsd Vetaeu Associatioa <DVA) will euppott foil plan. 1 baow that the EiecuiWe 
Director of the BVa. Mr. Ton MlBer, bat teeoniBended foai we tefoace foe site of foe Va Cmneeticui pretiam. 
bdr. Ron Mills, die BIbded Veterene Advocate has recommended foil IS beds bo rebated tn another NerworV. 


look forward to your eeneucrsiee in this, se we ooed to plan to moat our budget ehetlengc for rYI999. 



VINCENT NO 


n2:2iMtJ aziTrSeo 
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BLINDED VETERANS ASSOCIATION 

477 H sm^, NOATM/EST • WASHINGTON O.C. iOMf-2S»4 • (202) 371.M^ 


June 16, 1998 

Dr. Dennis J. FiUgerald 
Director, VISN #1 
ISO South Huntin^on Arenue 
Boston, Massachusetts 02130 

Dear Dr. Fitzterald; 

I am writing in response to a letter dated Maji 21, 1998 from Mr. Vincent Ng through you 
to the Director of Blind Rehabilitation Service, ^RS), VAHQ. The subject of the letter 
is a proposed closure of IS blind rehab beds located at VAMC West Haven, Connecticut. 
In that letter Mr. Ng states he expects the Blinded Veterans Association's, (BVA) support 
and that I reconuneoded reducing the size of the VA Connecticut Blind Rehab Program. 

Before responding to the assumptions outlined to Justify the closure of 15 beds, I want to 
respond to the above mentioned statements regarding the BVA and recommendations 
attributed to me. Mr. Ng is presumptuous to think be can expect the support of BVA for 
(his proposal. Other than rumors, this letter Is the first time a formal proposal has been 
made available to BVA and therefore wide discussion of (his issue has not yet taken place. 
Further, BVA worked very hard along with other major Veterans Service Organizations 
to Includelegidalive language in the Eligibility Reform Act to protect the special disabilities 
programs such as blind rdub. Contained In that legislation are specific requirements for 
VA to maintain its capacity to provide specialized services to disabled veterans. The Under 
Secretary for Health has signed off on a definition of Capacity (hat provides that resources 
are deflnd as dollars, FTEE and beds. 

We understand this definition was scheduled to be changed to the number of unique 
veterans and outcome measures on October 1, 1998. I have reason to believe however, this 
change will be delayed until the special programs have bad sufficient time to develop, test, 
refine and validate outcmne measurement instruments. It would appear this proposal 
anticipates having (he authority on October 1, 1998 to reduce beds inasmuch as they will 
not be included in any definition of capacity. Therefore, it Is highly unlikely BVA will 
support this or any other proposal calling for reduction of beds in a BRC untU such time 
as Outcome Measurement data suggests that another rehab model will deliver the same high 
quality blind rehab outcomes being achieved in a comprebenrive reridential blind rehab 
Center- 

Regarding my reconunendation to reduce the size of the VA Connecticut program, I can 
only suggest my comments were misunderstood or taken out of context. I believe Mr. Ng 
is referring to recommecdalions I made at the meeting of an Advisory Group convened at 
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LETTER/DR. DENNIS FITZGERALD 

West Hasen in late September of 1996 to review and discuss his decision to relocate IS beds 
from the West Haven facility to Newington, Connecticut. The relocation of the BRC beds 
was designed as a pilot project to test the hoptel concept for blind rehab. A number of us 
expressed serious concerns with this approach given the plan would not pravide 24 hour 
nursing coverage for the blinded veterans in the program. After I visited the Newington 
facility and had a number of questions answered regarding emergency procedures and how 
ongoing medical problems would be monitored and managed during the rehab experience, 
I Indicated in a meeting In which you attended that in my opinion the potential risks 
involved in this hoptel approach were acceptable. The bottom line was let's test this 
concept to determine if it has merit. 1 did however make one very strong recommendation, 
if it was determined not to retain the IS bed program at Newington, do not relocate it back 
to the West Haven facility. Less than one week after that meeting, Mr. Ng did in fact 
decide to relocate those beds back to West Haven. 

The basic reason for my strong negative recommendation opposing relocating the beds back 
to West Haven was not predicated on my feeling the size of the VA CT program should be 
reduced. On the contrary, my belief then and now b that the 49 beds be alludes to are too 
many for anyone facility to operate. Blind Rehab b unquestionably a resource Intensive 
program and no one facility should have to bear the fiscal and resource burden of that 
many special disability program beds. Thb b especially true for the West Haven facility. 
Sufficient space has never been made available for the program even in its earlier years 
when they only had to support a 25>bed program beginning in 1969. Over the years. West 
Haven management has never adequately supported the BRC with sufficient space and 
staffing leveb. 

To place thb argument into some historical perspective, let me explain how West Haven 
reached its current predicament. As mentioned above, when the West Haven BRC was 
established in 1969 it «vas a 25-b«d program and in our view was not provided sufllclent 
space for that many beds and staff. In the early 80’s, a VA Blind Rehabilitation Clinic 
located at VAMC North Hampton, MA. was relocated to West Haven and merged into the 
same space as the existing BRC. In the interest of space here, I will not go Into the 
differences between the Clinic and Center programs then in existence, but they were 
significant particularly with respect to sharing common space, staff and resources. Suffice 
it to say, that 15-bed program should never have been transferred to West Haven. BVA 
reluctantly agreed to that transfer only after it became clear the 15-bed program would be 
closed altogether if not accepted by West Haven. There have been nothing but problems 
ever since. The crisis in space was only magnified and the medical center has never 
provided sufficient space to accommodate all the blind rehab beds. Then to further 
exacerbate an unacceptable situation, resources were provided to West Haven in FY95 to 
open four (4) Computer Access Training beds. Those four beds were never in fact 
provided. Because of lack of space, management decided to take four beds from the basic 
adjustment to blindness program and use them for the CATS program. Consequently, 



189 


3 


LETTER/DR. DENNIS FITZGERALD 

there are not and never have been 49 blind rehab beds operational at the VAMC West 
Haven. 

Dr. Fitzgerald, BVA is not opposed to relocating IS beds to another medicai center within 
VISN#I or transferring them to another VISN interested in the residential program and 
capable of providing adequate support in terms of space and appropriate staffing leveb. 
We are however absolutely opposed to the complete elimination of these program beds from 
the system. 

BVA does not believe the difficulty in keeping blind rehab beds filled, referred to by Mr. 
Ng, is a function of too many beds, but rather a lack of appropriate productivity on the 
part of (he Visual Impairment Services Team (VIST) Coordinators within Network 1 and 
from referring Networks. VA statistical data strongly suggests there are more than 
sufficient numbers of blinded veterans in the West Haven BRC catchment area to keep the 
beds filled in addition to maintaining a reasonable waiting list for admission. Further, we 
believe that the Regional Consultants assigned to the BRC have not been productive in 
properly educating, encouraging and motivating these VIST Coordinators regarding the 
benefits of VA Blind Rehabilitation Services. Review and oversight of the VIST program 
is the single most important element of (he Regional Consultant's duties and referral 
patterns clearly reflect they have not been meeting their responsibilities. It seems dear to 
BVA that a comprehensive review of referral patterns and leveb of productivity should be 
undertaken in an effort to uncover barriers or perceived barriers to referral for Blind 
Rehab Training at the West Haven BRC. 

We also have serious problems with the allegations (hat the facility can maintain the same 
capacity despite closing 1$ beds. Mr. Ng argues the older veteran population needs are 
more limited and the provision of more individualized rehab has resulted In significant 
reduction In (he length of stay. Therefore, he concludes (hey can indeed increase the 
numbers of rehab episodes with a reduced number of beds thus maintaining capacity. 
While we do not dbagree the changing needs of an older blinded veteran population has 
resulted in shorter rehab programs, we are deeply concerned these same arguments are 
being used to apply inappropriate pressure on rehab professionab to reduce lengths of stay 
even more. In our view (Ms will certainly compromise quality of care. The only 
determinate to length of stay should be the veterans needs and his/her ability to learn and 
progress comfortably through the training until all needs have been adequately addressed. 
To do any less will not achieve desired functional outcomes or result in healthy adjustment 
to sight loss. Cost driven, arbitrarily mandated lengths of rehab stays must not be 
tolerated. 

One of the most extraordinary aspects of the residential blind rehab program b (he 
opportunity thb environment provides to develop healthy attitudes towards blindness 
essential to successful acceptance of and adjustment to vision loss. Experience has 
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demonstrated that the degree of loss has little bearing. Often veterans who retain some 
usable vision are just as devastated over this loss as individuals who have experienced total 
blindness. Currently, outcome data does not exist to suggest outpatient blind rehabilitation 
or any other rehab delivery model achieves the same high quality functional and adjustment 
outcomes characteristic of VA comprehensive residential blind rehabilitation. Until such 
time as alternative models of blind rehab delivery are tested and can demonstrate they can 
match the residential program with respect to outcomes, unrealistic and arbitrary lengths 
of stay should be prohibited. 

Dr. Fitzgerald, it Is our distinct impression that such unrealistic demands are being placed 
on the West Haven BRC. Further reductions in length of stay, over the present, will be 
absolutely necessary to reinforce the argument they can maintain capacity by treating the 
same number or more of blinded veterans despite closing IS beds. 

In closing Dr. Fitzgerald, BVA believes the proposed reduction in the number of blind 
rehab beds at the West Haven facility would be a breach of congressional intent and is a 
very serious step requiring more discussion and planning. Again, BVA Is not opposed to 
relocating those beds to another facility within VISNf 1 or another Network. Additionally, 
we are anxious to participate in any planning regarding the future of blind rehabilitation 
in Network 1. 


Thank you in advance for your careful consideration of our concerns. 

.Very sineislly. 


Thomas H. Miller 
Executive Director 


THM:am 



191 


DEPARTMEKr OF VETBtANS AFFAIAS 
VA New England Healthcare Svatem 
Network OKiee, Building 61 
200 Springs Road 
Bedford, Massachusetts 01730 

July 10, 1998 neaeVMwiO! 10N1 

• ) 

Mr. Thomas H. Miller 
Executive Director 
Blinded Veterans Association 
477 H Street 

Washington, DC 20001 - 2694 
Dear Mr. Millar: 

I am writing In response to your latter dated June 16, 1996, cortceming the reduction of 
Blind Center beds at VA Connecdcut to a total of 34. Let me assure you that this is a 
proposal and not a plan. Mr. Vincem Ng'a letter was written at the request of Mr. Don 
Qamer. Mr. Qamar asked that the proposal be put in writing so that he could share it with 
the Blinded Veterans Association lor input. I agree completefy with your statement that 
this Is a vary serious step requiring much more discussion and planning. 

I hope that the BVA would be actively involved in the pfenning process. It Is not our intent ■ 
to reduce capacity but to consider relocating 1 6 beds to another geographic region where 
they would better serve the needs of veterans. As you mention in your latter, 49 beds are 
too many for ona facility to operate. It is a resource Intensive program and, as you say, a 
burden for one facility to operate so many beds, In this regard I hope that BVA would 
work with me In helping to identify a Network that would welcome 1 5 blind rehabilitation 
beds. 

Aa Mr. Ng mentions in his letter, we are havirtg difficulty filling all of the rehab beds, I 
agree that part of the Issue Is the level of productivity of the referring VIST Coordinators. I 
am eager to fill the Regional CentuKant position that was vacated by Mr. Ed Lay so that 
the VIST Coordinators' producthritv is being monitored. 

Veterans from a wide geographic area eorrta to the Blind Center at VA Connecticut and 
make excsileni use el the therapeutic milieu. However, many veterans are reluctant to 
travel far from heme and family to partake in the program. Some veterans arrive and have 
great difficulty participating because of debllitatfng medicsl conditions at>d at times they 
request to be discharged heme before competing the program. For these reasons it is 
essential that together we look at ntedifieatien to the design of the program that will be 
related to objective outcome measures arid will enhance rather than diminish capacity. 
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Mr. Thomaa Millar 
.July 10, 1998 


As you know, Mr. Vincent Ng hss left to be Director of VISN 14 in Omaha, Nebraska. In 
the interim Mr. Paul MeCool is Acting Director. Any further planning or proposed 
programmatic changes for the Blind Center at VA Connecticut will be deferred until a 
permanent Director is appointed. Once the Director is appointed it is mv intent to invite 
the BVA to be actively involved in the planning process. 
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Congressman Evans co Thonaa Killer 


VAFedBial AcMsoty 
Committaeon 
Prosthetics and Spedat- 
Pi no blili og Pi oyam s 


47rHikM.iiw Moai 

niOT •as^'Mo, « mzari •izu 


RESPONSES TO QUESTIONS FOR THOMAS MILLER, CHAIRMAN 
VA FEDERAL ADVISORY COMMITTEE ON PROSTHETICS AND SPECIAL 
DISABOJITES PROGRAMS 


1. Mr. Miller, do you believe the VA data Ihedshoivs delayed prosthetics order conitilules leu 
than 296 of oil processed by VA? 

I have lerioui douixa thi* is the case. This re^onse is based on information I and two 
other mernbers of the Advisory Committee received «4)ilc attending a meeting with all Prosthetic 
Representatives in June of this year. We received reports that some Representatives were being 
told not to report delayed orden. In a few cases others alleged that the rq>orts that were 
forwarded to their fodlity management were in foot changed before being sent to VAHQ. I 
realize this is anecdotal information and I do not have hard data to support this bdief 

2. Your slotemeni seems to recommend VA needs ceniraJised fimting/or prosthetics. Are there 
any other ways you could identify that would insure theti VA tuts a successful program? 

The fundament^ concern of the Advisory Committee is that dollars appropriated and 
allocated for the provision of timely high quality prosthetic services is whether th^ d^lars are 
indeed being R>ent on the proviskm of such serMces. Prior to the Sesuie Committee on Veterans 
Affairs Oversight Hearing in June 1990, substantial evidence etusted to demonstrate that medical 
center managers were in fikct not using these funds for prosthetics but fiM- other services. Tlus 
lead to centralized funding of these services 

Prosthetics £ Sensory Aids Service (PSAS) in VAHQ oow possess a very powerful 
electronic database tool for tracking the cost of prosthetics services. It also tracks the best 
practices in the provision of these services as well as just what devices were provided, to whom 
and from whidi vendor the device was purchased. Unfortunately, severe reductions in personnel 
in PSAS VAHQ including the loss tfK computer consuhant position that was providing the 
technical support have compromised the services ability to roll up, collect and analyze the data. It 
would appear that if all these FTEE were restored, PSAS would have sufficient ability to 
satisfikctorily track the allocation of prosthetic funding. The one problem that remains however, is 
that once the decentralization of prcMhetic funding to the Netwc^ level has occurred, each 
Network has the flexilHlity to allocate those frutds to the various facilities within the network as it 
sees fit. The lack of uniformity or consistency in tins r^ard complicates the ability to track 
dollars. 
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3. What do you Mieve will h^^jen when ProsOtetic programs run out of money this quarter? 

There will be a sigiuiicaK increase bi dd^ed orders resulting in veterans having to wait 
for essential services until the new fiscal year or the medical managers will take money fiom other 
programs and ser%nces to fulfill there promise to insure the proviaon of prosthetic services. I 
believe the latter scenario is the most likely given the program's hi^ visibility not only because of 
this Oversight Hearing but the Elipbility Reform Act adopted two years ago. VHA did not 
request sufficient funding levels for Proethetk SerMcea nor did they adequately anticipate the 
impact of the Eligibility Reform Act and the expanding demands kx prosthetics this would 
guarantee, b b the Conunitiee’s understanding that RSAS did request a substantially higher 
budget request in an effort to anticipate tius increased work load Iwt the Under Secretary cut that 
request back. It is truly unfortunate that in order to provide tiindy hi^ quality prosthetic services, 
reductions in other programs and services will be necessary. Proper prioritization of Prosthetic 
Services in developing the budget submission for VHA does not ippear to have taken place. 

4. Have you received a re^sonse to your letter to Dr. Kiser eiqtresstng some of my serious 
concerns about the prosthetics program? 

No, 1 have not yet received a response to that letter which I had attached to the written 
statement submitted for the record of the Hearing. Not receiving a timely response from VHA 
officials is s chronic proUem fw the Advisory Committee. All too ffequently, letters tre 
uivesponsive foiling to sdequately address issues raised in correspondence a^ top managers seem 
unwilling to make appropriate decidons when policies are in question. 

5. Tell us what you think will htqjpen if the Prostheiics Services continue to be dismantled as the 
fitciUty and Network level? 

The Advisory Committee b gravdy concerned that dtould these services continue to be 
dismantled at the ft^ity and or Network level the quality of service wiH certainty decline. As 
Network and focility managers struggle to identily cost savings, clinical and programmatic 
dedsions are being made by budgeteers rather than the clinicians providing the essential care to 
severely disabled veterans. Consequently, streamlining, realignment ind reorganization seem to 
be driven nwe by cost rather than quality service. If highly qualified Prosthetic services and their 
representatives tre indeed dismantled, where will the clinical expertise come from to insure the 
provision of these essential services? As these Services tie disriuuitled or otherunte cut back, 
remaining personnel tre being asked to do more with less and it b only t matter of time before 
burnout will further conqtromisethequalityofiervicedelfvery. Many Prosthetic Representatives 
and Prosthetics Purchasng Agents (PA) are working incredible overtime hours both compensated 
attd voluntary. How long before they will either quit or look for other employiiient? TransfeiTing 
the responsibilities of the Prosthetic PA to other employees in the medical center will also result in 
reduced quality and timeliness of service ddiveiy. There sppean to be at least in some Networks 
and focilities a total lack of respect for the professional knowledge, experience and expertise 
possessed by thb clinical service. Reorgaruzalion and or realignment need not result in the above 
mentioned loss of ability to provide quality services. It b imperafive the integrity of the Service 
must be maintained under whatever organizational structure b impletnented. 
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<. Your claim that some prosthetics representatives are being told not to report delays in 
purchasing or having the data they reported altered by supernrs is one the most serioiu 
allegations in the testimony. Haw did you collect this iriformation? Does it corre^tond to what 
you know of Ae Prosthetics Service? 

As mentioned in an earlier queation, three VSO repreaentatives on the Prosthetic Advisory 
Committee had die opportunily to attend a nationa! trmning program of all Prosthetic 
Representative and those profeasionali in Physical Medidne and Rehabilitation Service (PM &R) 
involved in the Spinal Cord Injury (SCI) program conducted in Orlando, Fla. in June, 199S. 
During this program, we had the opportunity to meet exduaively with only the prosthetic 
rqiresentalivei. These individuaU shared with us the problems they are confronting at the local 
levels and the extern of their frustrations. It was during this sessim, some revealed they were 
indeed being instructed not to report delayed orders and in some cases they had the occasion to 
see repons they hsd forwsrded to man^ement snd observe the figure had been altered. Neither 1 
nor any of the other VSO members of the committee hsd an opportunity to see such reports snd 
musts rely on reports from individuals involved. We agree these are very serious allegations and 
if they are indeed occurring, cannot be tolerated. 

It is impossible for me to say this corre sp onds with what I know about Prosthetic Service. 
I do know that PSAS in VAHQ is having great difficulty in receiving the delays order reports that 
are required to be submitted on t monthly basis from some iaciUties. This certainly suggests 
potential problems with data collection or altering data at the local level. While on this point 
regarding submission and analyzing these reports at HQ. here again staffing cut backs in HQ have 
resulted in quarterly reports being tabulated. Staffing shortages does no longer permit doing s 
nilionsl report on a monthly basis. Consequently, any upward trend in delays may go unnoticed 
fbr longer than is prudent to take appropriate corrective action. 
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RESPONSE BY 
DR. RICHARD KRUQMAN, 

Detn. Univadt)' of Celendo Sefaeel of Medidne 
Rcpteseodag Dk AAMC 


QUESTIONS FXOM: Mr UoeEvns 

Pott-Hoaing Qoeslioiti 
Co niuii nee «> Vemni' AEUn 
Sufaettnmittee on Haldi 


1} Or. Krugmai, haa the adikd laytr of VJSN managnmm maU ymr rtlaOoHshSp wtih rAi 
Domtr VA MttBcal Ctmtr tastor or hardtr? PItott tlaborai. 

The tddti layer of VISN BKaagcmnit has mide ibe reltlioashjp with the VAMC Oesvet 
neicber easier or herder. It bu sisde K diffeim ' Notably, ii has provided for (leeter 
regioaal siseoomy in our plaosiog for the academic mission in bis area of tbe cotairy. 

J) Dr. Krugmm. how hmt tttidmey ptaeomartts ioon qfieltA ct yom faeUily In rocim 
yom? Has ihort boon a itolletabit iratsfrr qf reridenti to outpatitnl solrtngs? To 
prim^ rathtr than ^utahy earof Do VA't p/aetmmts contimit to gibe with the 
UnDiorsUy '/ trouilng rtgidrements fir In stndenul 

At the Denver VA Mcdicai Ceoiet ibe absolute wraber of lesideot tniiKas bes daclinad 
slightly over ibe past three yean bjr three postdoos. However, the change in qieciahy 
distribution of tfaw residents has been mere substaalial Primary care cesidanis have 
increased by 10 and specialiy-tub^eeiahy posniens have ftllca by 13. Tbe Hand it 
siniilar to that seen generally at urtiversiiy tnedkal center progtaas. Student programs 
also have been adjusted to increase the outpadenc care expcsicocc. 

JJ Toy allude lo a need fir yA to ensve that the meiScai e^e budget eontlnuei to find 
research support In other places, we han heard that operating under VISNs has 
soiRCwhar changed these praetlets. Has there been a change in VA 's commirment to 
research st^pvt under the nev manegemere stryeture? Please elaborate. 

Total VHA direct reseereh grant u^pon hopefully will increase from (212 million in 
Escal year 199g to S300 oullion for fiscal year 1999. The model used lo fund individual 
VISNs (VERA) allows for Rialehing indireci funds to be pissed cn to ibasa VISNs based 
on tbe direct grant support generated by facibties wiUbd tbe VISN. These indireet funds 
sre placed in tbe madi^ care budgets. The basis for iheit diilribuiioD to individuil VA 
ftcliitias within VISNs is highly variable. Soow pass the mcoeys through diiecdy to 
facilities based on tbeir ditaci pant support, ocbets do not. Thus, tbe level of Individual 
VISN ceseetch support is mixed. 

It is very imponani that an enviroDment in odiicb edu ca t ion sod research can flouridr be 
sustained. Whether this can be accocqilisbed will be determinad by the availsbiiity of 
time and nmiey. It is therefore vrey in^aRaBi that VISN directors and medical canter 
directors place a ptioriry rei research and edurition. Judging by what 1 have heard from 
my eolleiigues around Ibe counny, the expeiieoca is quite variifole. 

d) In your view, has VA revlitd Us reguirtimna fie eifenising residents recttaly? Is U 
ectrler, harder or the sane fir superyuing physicians? 

Residency supervision is fundameotally die same Tbe shifr u more ou^etiaii exposure, 
however, has ehanged tbe fortnst to one of radre immediate ieadbaiclc sad *nrhing 
focused M individual pstkots in this ambulatory selltag. I understand ibsl the Office of 
Academic Affiliation at VA National Headquarters is convening sn advisory group to 
update VHA’s policy regarding ctsidcni sivovision. Tbe AAMC will have 
representation in dut ectiviiy sc 1 fod essured ibei out interest win be represented. 
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S) In^irvUw.haiVArevlttdlurtgvlrtmeiiafarobulnlngVArtuarehgranurtftntbi? 
bUtasIrr, Mardtr or iht smnt fiir 

In tbt 1DU-I990’i Va meiit review gmns were among the most difficult peemviewed 
giants to obtain with funding at the IS* peneetile (equivaleai to NIH ROl giaai). 
Howevs, in the past year with ineKaaed AiadiBg avaitsble. VA inait review gianta are 
being funded in the 20* to 25* poceslile. TUa trend is alao occuning with NIH peei- 
reviewed funding. 

^ Bo >«« see new nerelr emerging 6i or rhrverermir’ pe^ufdrion (har>ou envfrfon 
VA and academic ^Itatts could coOaberaU in fidfitling? Needs far retetrch? Needs 
far new types of speeialitts’ 

There are always opportunities for new coU^otadons between VHA and 
aflilisies. These exist in paiitat care, research and edueabw mit«i nn« These include 
addidonal sharing agreeanents for sah^edalty ears, eoutiacti ng for coBunreilty based 
pfioiaiy carectioies, further iniegrasiec ofibe elenieoB of seadcni and housesiaff training 
and Joint efforts in solving ^ace and resource challenges in research - partieiilarly in 
reladoci to the private sector and indusny. 

There are also oppoitunioes affonUd hy the pessures of change in the current beeltfacare 
envirrennau. Two exatn^es of collahrifatKin between VA and its academic afflliaiM in 
this regard arc the VA’i Primaiy Specitlisi Program and the recent Robert Wood Tohnson 
Foiuidaiion-flmded ininatjvc in improving rcsidetu education fix cate of pauenls at the 
end of life. 


This year VA has imtialed the Primary Speeiabsi training progracn for subqienalty 
lesideni trainees in over $0 VA medica] ceoien throughout the country. This program 
putt particular emphasis on training for the ei^ert nunagemeni of cht^caUy seriously 
ill ptfoeais while it focuses on primaiy care issues such as health luaintenance, disease 
pttventica, aisd the pnvisien of continuous, comprdwiisivc, coordinated and accessible 
care. It will mvolve nearly half the medical and psyehiairie tu b tp e c ialty resiteils who 
receive tiainiog in VA It is founded on the principte foai primaiy care is net limited fo a 
given set of specialties but rather is a method of patlert core delivery. 

The VA Faculty Leadership Piejeet for In^reved Cate at the End of Life was initiased to 
develop benebinark cunicula for ead-oMife and palliative cate te tesidea physicians in 
general intereal medkinr and the suhspeciallies of iniemal me di ci n e . The Prefect hat 
been made possible by s grant from the Robert Wood Tohnsou Foundation. The project, 
which is being Itunched this summer, will st^port internal roadiciiie focuUy at to 30 
selected residency training programs. 

These ate two examples of the potential synergy berwceo VA and aeadamic affiJiates that 
can ptovide opponunilies for impioved care of vetenos and improve m ent of trtming for 
the Aituie generation of physicians In VA fkciliUes. 
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